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INTRODUCTION. 


A 100 years ago William Farr, the great British Epidemiologist stated in 
his first official report that “ diseases are more easily prevented than cured 
and the first step in their prevention is the discovery of their existing causes 
He originated and demonstrated practical methods of how to discover “ the 
existing causes ” by mathematical analysis and proper interpretation of care- 
fully recorded facts. Since then not only the statistical technique has greatly 
advanced but great strides have been made by science to wrest from Nature 
Her secrets regarding the biological causes of diseases. Thus the advance- . 
ment in our knowledge has not decreased but further increased the need of 
careful recording of facts because of the greater possibilities now of achieving 
the objects which Farr had in mind. ‘’However, while theoretically subscrib- 
ing to the view that sound public health administration must rest upon the 
solid foundation of properly digested factual data, the authorities all over the 
world liave, with few recent exceptions, failed to implement Farr’s recom- 
mendations. They have been' content to draw upon routine statistics, originally 
designed for political and general administrative purposes. These may be 
divided into two main groups, namely (1) ‘continuous recording of concurrent ' 
events and (2) periodical collection of special information. Both methods 1 
are -employed at the same time in most civilised ebuntries. 

Of the former group the health workers draw latgely upon the birth and 
death registers^ hospital and dispensary figures, records of maternity and _ 
child welfare centres, meteorological observations, economic statistlbs and , 
other material derived from diverse sources. Of the statistics collected 
periodically they depend mainly on decennial census reports. The data 
provided by the routine statistics of either description are of some value in 
giving a crude and hazy outline of the health conditions of a ^community, but 
they obviously have their limitations, for reasons into which it-js ni>t necessary 
to digress here, except to mention the fact that they are inadequate if any- 
thing like a useful health picture is to be drawn. This: is particularly so in 
our country where statistical material is notoriously poor both in quantity 
and quality. To remedy this deficiency special surveys have oftentimes been 
instituted -such as malaria surveys, tuberculosis surveys, leprosy surveys, 
diet surveys and so on. These surveys when properly carried out have yield- 
ed very useful information and have sometimes helped to shape the public 
health policy. It may, however, be said that they have been conceived from 
a restricted ■ point of view by persons technically specialising in particular 
branches of medicine. Under the circumstances there is a certain amount of 
danger of the formulation of an unbalanced public health programme. Be- . 
sides, if a survey, for a particular disease, is to be really of value, one must go, 
into a variety of environmental and socio-economic factors, most of which 
are of common interest to workers in diverse fields. Hence. these specialised 
surveys must necessarily involve a considerable amount of reduplication and 
thereby unnecessary expenditure of public funds and efforts besides being a 
source off irritati on to the people due to repeated visits by different, workers. 
In 'view' of these considerations schemes of general healtli surveys have found 
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favour in recent years. For instance, before the outbreak of the war the 
Health Organisation of the League of Nations and the Milbank Memorial 
Fund financed the schemes for the development of an International System 
of Health Indices. Stouman and Falk (1937, 1938) have produced excellent 
report on a Hungarian village and on a Belgian town. Admirable as these 
reports are their general plan is unsuitable for Indian conditions, and there is 
insufficient attempt to integrate the findings. It may be mentioned here 
that the idea of general health surveys has been developing in the United 
States of America for a considerable time, and the long and arduous task of 
producing the Euial and the Urban Appraisal Forms which are in many ways 
akin to general health surveys, does credit to the pioneering spirit and fore- 
thought of the leading public health men of that country. Over a period of 
20 years the U. S. A. Public Health Service had been carrying out a number 
of surveys of relatively small-sized communities and had developed the 
techniques and procedures of conducting surveys for sickness and related 
socio-economic factors. In 1935-36 they conducted a National Health Survey 
in a big way which is a pointer to the future basis of public health administra- 
tion and tacit recognition of Farr’s recommendations. They enquired into 
700,000 households in urban communities in 18 States and with 37,000 house- 
holds in rural areas in 3 States. 

Since 1937 one of us (R.B.L.) has introduced a short programme of general 
rural health survey in the D.P.H. course with considerable benefit to the would 
be health officers, and in course of years he has developed a set of schedules 
and general methodology of the survey with the help and assistance of his 
colleagues in the Institute. 

In 1944 when the Singur Health Centre was reorganised, a general health 
survey was instituted on the lines mentioned above with the following 
objects : — 


(1) To obtain an integrated picture of the health conditions of the popula- 

tion, and of some of the factors likely to influence the state of 
community health. 

(2) To crystallise the main health problems of the co mmuni ty and to 

determine if possible their relative importance, thus helping in 
the formation of a progressive and well balanced public health 
policy for better health protection and health building. 

(3) To serve as the base for assessing the extent of progress that might 

be achieved as a result of specific health measures by carrying out 
periodical surveys of special types, and 

(4) To collect material and obtain a deeper appreciation of the health 

problems for purposes of teaching. 


The present survey, it may be freely admitted, is partly in the nature of 
an experiment because one of the objects was to evolve a complete scheme 
° general health survey for use in different parts of the country with such 
modifications as local conditions may warrant. Through this experience we 
lsc0Vere ^ certain weaknesses in our scheme which arose partly from 
nrn* an< * ^ ^ rom insufficiency of supervisory staff. A larger 

thpoe p}mrf ? sample would permit more detailed analysis. We hope that 
omings would be removed in future surveys. From what has 
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been stated above, it will be apparent that a survey is not merely a routine 
investigation but it is a piece of research, and as such, the analysis and inter- 
pretation of the data collected in the course of field work needs considerable 
time for sifting, analysis and interpretation. 

It may be mentioned here that of the 4 Unions which now constitute the 
Singur Health Centre, viz. y Singur, Balarambati, Bora and Begumpur, the 
first two formed a part of the Singur Health Unit which had been in existence 
for a period of 5 years previous to the commencement of the survey, while 
-the last two have been included in the Centre for the first time. The principal 
innovation in the reorganisation scheme is the combination of the medical and 
public health activities under a single administration. An outline of the 
scheme will be found in Appendix I, but it may be mentioned that being the 
practice field of the Institute the details of the scheme have been and are 
•subject to continuous changes, besides the Centre has the benefit of constant 
■advice and supervision by the members of the professorial staff and of frequent 
visits and encouragement by highly placed officials and non-officials both 
Indian and foreign. It has also had the advantage of financial assistance 
from various funds for a number of supplementary schemes which are in 
operation. Another point which needs mention here is the fact that the period 
of survey unfortunately coincided with the time of unusual stress and strain 
to which the province had been exposed. When these are removed there 
will be an automatic trend towards partial or complete recovery of the general 
health conditions irrespective of specific health measures practised. These 
circumstances must be borne in mind when viewing the present picture of 
community health and in assessment of the progress made in the near future. 
The general scheme of the investigation may be summarised as follows : — 

(1) To draw a theoretically sound sample of the population. 

(2) To investigate all individuals included in the sample with regard to 

their biological and social characteristics, anthropometric measure^ 
ments, state of health and disabilities at the. time of investiga- 
tion and during the past 12 months supported by rapid clinical and 
laboratory examinations with special reference to nutritional 
assessment. 

(3) To reinforce the general investigation of the individuals with special 

investigations for married women, infants, pre-school children, 
school children and pregnant women. 

t{4) A more thorough investigation of sick people for arriving at a dia- 
gnosis, and of special investigations of the circumstances in which 
the cases of notifiable diseases arise. 

.(5) Investigation of families with regard to socio-economic and biological 
characteristics. 

(6) Sanitary assessment of houses. 

(7) Investigation of villages for describing the environmental conditions 

and special organisations with particular reference to schools, 
hospitals and other corporate activities. 

(8) Dietetic and malaria surveys. 

Before making a detailed study of the report the reader might find it 
•convenient to glance through the * General Remarks ’ and perhaps also the 
^Summary and Discussion * given at the end. 
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CHAPTER I. 

Methods and Organisation. 

General considerations. 

The families selected through the sampling technique described below- 
were visited by investigating parties consisting of a medical man and a sanitary 
inspector or a health visitor^ and every efTort was made to contact each member 
of the family personally. This necessitated repeated visits due to the tempo- 
rary absence of some of the members at the time. This point 1ms been 
specially mentioned because the persons designated as absentees were those 
who were away and could not be contacted during the period when the investi- 
gator was working in the village or near-nbout. 

The investigation consisted of recording histories of individuals and of a 
limited amount of physical examination on general individual schedule of. 
which a special clinical nml for nutrition assessment formed a part. Collection 
of certain clinical material for laboratory investigation was carried out, at 
the same time, for a sub-sample of the population. Special information 
concerning married women, pregnant women, infants, pre-school children, 
school children and patients were recorded on appropriate addenda of the 
general individual schedule or on special appropriate schedules. In cases of 
infectious patients special investigation of the family was carried out and 
records were made in the Home Visiting Schedule. Besides these, family 
schedules were used to collect information common to the members of the 
family group which included cultural and economic assessment. Since, the 
economic section of the family schedule was timc-cousuming the number of 
families for this purpose was restricted, as will be mentioned under the tech- 
nique of sampling. This is also true of diet survey by diary method which 
was carried out for 7 consecutive days for a limited number of families. 
Similarly, for sanitary assessment of the houses a sub-sample was drawn. 
Included amongst the environmental investigations was a special survey for 
mosquito breeding and mosquito harbouring. It may be mentioned here 
that except in the case of patient’s schedule, the object of which was to elicit 
diagnosis, and the home visiting schedule for infections cases the data were 
obtained on schedules specially designed for automatic classification and 
mechanical analysis by means of Power Snmns punching and sorting machines. 
The laboratory examinations were carried out by the branch laboratory of the 
Institute located at Singur, where fresh specimens ‘were sent by messenger. 
In case of more complicated examinations, facilities were available at the 
main laboratory of the Institute in Calcutta. 

The scheme which commenced operations on the second January 1944 
originally provided for 6 investigating parties to be distributed in suitable 
centres to cover their respective areas within 3 months for work involving 
medical skill. The environmental studies were to be completed during the 
next 3 months before the rains came. This plan could not be worked because 
of the difficulties experienced in the recruitment of the staff. In spite of the 
increased rates of salaries offered due to the war emergency, no suitable 
medical graduates were available in time for their training which had to be 
carried out hastily and rather unsatisfactorily. At the commencement of the 
survey heavy teaching work and other responsibilities of the Professor who* 
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was the only medical personnel in the Section, at the time, prevented him' 
from giving undivided attention to the field workers. To facilitate super*, 
vision a modification of the original plan had to he made whereby the investigat- 
ing' parties were located close together and were moved on continuously as 
the survey proceeded, instead of being distributed simultaneously over all 
the area. It may be mentioned that although there were standing instruc- 
tions, and cacli schedule was provided with a self-exnlanatory key. it was. 
found necessary to give personal instructions repeatedly in the field and to 
solve many little difficulties which the workers encountered. As a result of 
this experience it is our conviction that regular surveys should he preceded 
by a special training for the workers which should extend for at least 2 months. 
The people were generally cooperative but the war time emergency created 
considerable difficulties in procuring suitable accommodation for the workers 
in the villages as also their food rations. Though it may appoarlto he a minor 
point, the difficulty in obtaining the services of sweepers forucollccting and 
carrying stools for examination were almost insurmountable. In future, 
surveyors would do ’well if they bear these points in mind.' 'V ’ ' • 

The schedules were filled in duplicate and a bi-weekly cojiiact was main- 
tained with each party through messengers' who brought up copies of filled 
schedules to the Head Quarters, where they were edited. They carried hack 
the enquiry slips for rectification of mistakes of omission and commission. 
Field cheeking for correctness of entries was also carried out as extensively 
as possible to ensure accuracy, llegular weekly records of the future pro- 
gramme of each worker, of the extent to which tlu* programme had been 
carried out and of the. excess or deficiency as compared with allotted work, 
were regularly maintained and checked. It may be stated that on an average 
1,800 population was investigated by each party in the course of six. months. 
This of course includes the linked up clinical examinations, family investiga- 
tion and environmental studies. It is not intended to discuss each item of 
the various schedules and addenda because, they are provided with self- 
explanatory keys and instructions to which reference may be made (.vcc 
Appendix II). However, short notes on a few points may be of .value. 

The Schedules. 


’ The General Indi vulval Schedule : It will be noticed that residential 
status has been divided into six classes ; three for those present at the time of 
investigation and three for the absentees. In either case the basis of classi- 
fication is habitual, adopted and temporary residence. Although in the 
present case the actual numbers in Groups II and IV arc small, it is held that 
the classification is of fundamental importance in deciding the allocation of' 
births, deaths and sickness more intelligently than would be otherwise possible. 
This is so, because a mere mechanical transference of events to the places of 
habituar residence is not always correct, inasmuch as it is desired to assess’ 
the local factors actually influencing the incidence of those events. For 
instance, it would he' unjust to transfer the death of a man to the place of his' 
habitual residence ’if if has been caused by an accident occurring in a work-' 
shop outside, where lie ‘was temporarily residing. The divisions of age have 
been made olt broad' quihqucnnial grouping, as well as in terms of. individual' 
years, arid for infanta^ for p AH' of the’ j ear, because while the broad divisions’ 
would suffice for ordinary purposes and correspond with the census 'classifica- 
tion, small divisions would be available for closer studies &s a'nlT'vJ'fieh de'sircd. J 
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'The definition of wage earner is broad-based to include potential wage earners, 
■because thereby the causes of unemployment with special reference to sick- 
ness and disability can be studied and discussed. With regard to sickness 
•we have two pictures — one, a cross-section of morbidity conditions at the 
time of investigation, and the other, the history of sickness during the previous 
12 months. These morbidity data can be correlated with or studied against 
the back-ground of a large variety of circumstances for which information is 
provided in the General Individual Schedule and the Addenda. By this 
means it should be possible to discover the relative importance of many 
factors — social and biological which have hitherto been merely assumed as 
•of importance in the evolution of community health and disease, provided tho 
data are sufficiently large. The chart given at the end of the General Individual 
Schedule was devised with a view to locate, ns nearly as possible, the exact 
date and duration of sickness by helping the memory in reference to important 
social events in the Bengalee Almanac for the year under discussion. 


Addendum for Nutritional Assessment : It was originally designed by 
Sanknran (1940) for a simple scoring method. However, it was felt that the 
mere addition of the marks given against each item to denote the degree of 
•clinical condition would lead to spurious results. A careful clinical study of 
each individual has, therefore, been made on the basis of entries in the nutri- 
tional assessment card and the conclusions are based on clinical judgment 
lather than on mechanical addition of the score. To facilitate this a key has 
been provided. 


Schedule for Absentees (including dead) : This special General Individual 
Schedule has been provided for the Groups II, IV and VI representing respec- 
tively the habitual residents of the village normally residing there though 
temporarily absent, habitual residents of the village temporarily living else- 
where and absent at the time and temporary visitors who came to the village 
*nd had gone away before the date of investigation. An addendum has been 
-added for those who died during the year. 


Addendum concerning Married Woman and Pregnajil Woman : Ho com- 
ments are required on the addendum concerning married women, but it 
would be evident that given sufficient data, information could be obtained for 
important points concerning the life of the married woman. The same 
■remarks apply to the addendum for pregnant women. 


Addendum concerning Infants, Pre-school and School-age Children : The 
high incidence of infant deaths merits a special consideration of children under 
1 year. Even though it may not be possible to assess the influence of the 
'various factors, noted therein, on infant morbidity or mortality, it is believed, 
■tha.t a considerable amount of information regarding child life will be obtained 
which is hitherto not available for general population. The same remarks 
-apply to the pre-school and school-age children, both of whom have special 
°^.^ eir °wn. A special feature of the addendum for the school 
•c d is the information about health knowledge and routine health practices 
1 iv that a decided improvement in these respects will be observed 

sc ^°°l health education programme. A direct 

3XS wSESE" b alTO pro ’ iM in tie itoB IdatiIg to parti ‘ 
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Patient's Schedule : Patient’s schedule provides a check on hasty dia^ 
gnosis of the present sickness by the surveyor. A list of disease nomencla- 
ture has been provided for purposes of codification. The nomenclature is- 
based on the International List of Causes of Death. Due regard has been 
paid to the inclusion of those specific conditions which are expected to be- 
present, tlie sub-division has been limited to the extent to which diagnosis is 
possible in a survey like this. Corresponding numbers of the International 
List have been given against each item. However, the order has been changed 
into alphabetical arrangement to facilitate reference to the code during the 
survey. 

Home Visiting Schedule for Infectious Diseases : Infectious Disease Schedule 
is intended to help in arriving at and checking the epidemiological diagnosis. 

Family Schedule : Just as in respect of some items the individual is the 
unit of observation, so also in respect of others the family as a whole is the 
unit of description. Certain vital events have been included in the Family 
Schedule to provide a check on some information obtained' elsewhere. It 
also supplements information not available through the General Individual 
Schedule or Addenda, as for instance the information about births for Groups 
I and II occurring outside the village. It may be somewhat ambitious to 
arrive at a judgment of the family culture, but difficult as it is, its importance 
cannot be ignored, and an attempt, if only a crude one, has been made to 
ascertain the outlook of the family and its expression in social relationship. 

Economic Schedule : The Economic Schedule has been specially designed 
to obtain such information as may be of interest to the health worker. As 
regards the expenditure a division has been made with expenditure on con- 
sumption and expenditure on production. The former has been sub-divided 
with regard to the food and the other expenses of consumption. It is but 
natural that the relative proportion of expenses on the consumption side of 
food and other items will vary from community to community, and possibly 
a more detailed information may be necessary on other expenses than food, 
in more organised communities. 

Sanitary Assessment of Houses : In the Sanitary Survey of Houses a 
quantitative estimation of the sanitary conditions inside and outside the 
house has been attempted and it is hoped that a fairly good picture of the 
environmental conditions under which the people live will emerge. 

Village Schedule : An additional schedule to study the environmental 
and socio-economic conditions for the village as a . whole has been designed, 
but for lack of time' it has not been filled except in part relating to the breed- 
ing places of the anopheline mosquito and the harbourage of the adults. 

School' Sanitary and Medical Investigation Schedules: A survey of the 
schools and medical examinations of the school children was also intended 
to be carried out, but this part of the work having been conducted by Public 
Health Organisation, was not repeated. Their findings are given in Chapter 
X. 

‘ Diet Survey Schedule : A diet survey of 30 families by the diary method 
.has been carried out. It is recognised that both the number of families 
investigated and the period of investigation is inadequate for the purpose, 
specially because considerable variation in the diet takes place in different 



parts of .the year, The problem .is difficult b'-c.ticw (bint kind of survey is 
time, consuming and lias to be earned out, throughout the year. However, a 
limited information obtained here may be found of some the as tv correlated 
study of tlu* general survey. . 


Laboratory Methods. , 

Sto'A Colled fan : Collection of .stool* pre »nr» special dillbodties, bemuse 
the people evacuate ihi*m«*»!vi>s in op-n twMs wherever the -lightest privacy 
can be secured such as by hedee-, or by tree*. To obt tin identified specimen 
each individual wa* provided with :ued flag to which lie or she was requested 
to tie an envelope which i ontained certain particulars for the individual. They 
.were requested to plant these flag* beside the stools p.h*»d by them in tho 
morning. The stools were p'cked up in faeces collection tubes which consisted of 
a spoon attached 1o a cork which could fit a f-das* tube. A metallic cover was 
provided to protect tin* j»hi«s tube tlnrint: transmission. The envelope was 
removed from the flag and attached to th«* faeces tub.* in which the stools from 
the particular individual were collected. These tubes wen* despatched to the 
hh'eld Laboratory whore the samples were subjected to microscopic examina- 
tion within *1 hours. The stools were examined bv Harbor's salt solution 
flotation method for egirs of helminth? ; and by ordinary saline suspension 
and the iodine staining method for intestinal protozoa and cyst?. 

Blood P,ra<n>nal’on : Both thick and thin films were examined for blood 
parasites. Haemoglobin was roughly estimated bv Talquist’s hncmoglobino- 
incter. 


Sampling. 


, The object of a sample survey, in the words of It. A. Fisher is “ to give 
the maximum precision in return for the labour expended ”. Statistical 
theory provides formulae by which accuracy of a sample of a given size obtain- 
ed by a given method can he worked out. These formulae involve charac- 
teristics of the population. Actually these characteristics arc not known, 
and in fact, are the ones required to he determined through the survey' ; if 
they lvcre known the problem would not arise. In many practical situations 
previous experience will give a fair estimate of those characteristics, and it 
may be justifiable to use these estimates in appropriate formula for the 
purpose. 


For the same sized sample the accuracy may vary according to tho method 
•of sampling employed. For example, a stratified sample of a given size may 
more accurately provide the estimates of the characteristics of the popula- 
tion than a completely random sample. To use the method of stratified 
samp c, ow ever, it is necessary to know the appropriate classification into 
ic 10 population should be divided in respect of a praticular characteristic, 
'iw! 1? LaV A C ft P r . e ^ ovlc(1 8c of the variation between the elements of 
r i 1 ^ a r S -i* PrClimm ^ 6Urve 5 7 ' nu - v P roviclc such information,- or in 

-mentioned abo^ mayTxmlT the' f'?*™ ™ cl f. tinmt g of w H ion 
wp itp o nnn * m «A i usec as , c ^ est approximation. However, since 

obviously not nowihlp & ^ ?’™| 3er °* variables or characteristics, and it is 
■each charaetcmfcin a change the sample size in resp'ec.t of 

* tratified Bnmple for overall purposes cannot be obtained , 
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for,' while it may be good for one characteristic it may be very wrong fqr 
another. Hence, in a problem like the general health survey we cannot use' 
the stratified sampling technique and have to depend upon a completely' 
random sample. 

In considering a population we are confronted with various units of des- 
cription. For instance, in the present case we have a number of possible units 
such as the individual village,' the individual family or the individual person; 
Which of these units of descriptions should form the basis for sampling ? 
The obvious answer, perhaps, would be to select, such unit of description as 
would form the ultimate basis of discussion. It may be readily agreed that 
in most of our discussions the unit of description is the individual, as the rates 
commonly used relate to the population of the individuals ; but for some 
purposes, the family, the house or the village may form a more appropriate 
unit of description. For example, in the study of economic conditions the 
family unit is more appropriate than the individual unit. In the discussion 
of sanitary condition the house unit provides a better basis and so on. Here 
again, we are confronted with difficulties of the same nature as mentioned 
in the case of stratified sample. However, the assumption made above, viz., 
that the unit of description in which we are primarily interested should neces- 
sarily be used for sampling to obtain best accuracy is not always correct. 
For instance, granting that our ultimate object is to base our observations on 
individuals, and that the size of the sample (individuals) remains fixed a 
sampling scheme in which the -family is taken as the unit may sometimes lead 
to a greater and sometimes to a lesser degree of accuracy, as compared with a 
scheme in which the individual forms the unit. It all depends upon the degree 
of intra-familial correlation with regard to the particular characteristic under 
examination. In case it is positive the accuracy of the estimate where family 
has been taken as the unit will be inferior to the one obtained by taking 
individual as the unit and vice versa if it is negative. Since the variety of 
information to be collected in a general health survey is’ large, the selection 
of one or the other scheme will give higher accuracy for some characteristics 
and. lesser accuracy for the others. For practical considerations of field work 
such as undesirability of discrimination within the members of the family 
which may sometimes lead to awkward situations, and also for the fact that 
in certain epidemiological and socio-economic considerations a complete 
picture of the family is necessary, we have adopted the family as the unit for 
purposes of sampling. It may be stated here that the loss of accuracy in 
estimates arising from high intra-familial correlations can, if necessary, be 
assessed by using the intra-familial correlations with regard to any character- 
istic in the general formula of standard deviation of the sample. The formula 
just mentioned is as follows : 





M— m 
M— 1 



where e M ’ is the total number of families in the population, ‘ m ’ is the number 
of families selected in the sample, * N ’ is the average number of individuals 
• n the family, e R ’ is the intra-familial correlation with regard to the give®, 
.characteristic and ‘ P ’ is the true value of the proportion in the population. 
- " , From this general formula the following simple formula may be derived 
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when we ignore the problem arising out of intra-farailial correlation and tab 
individual as the unit. 

S.D.= l/ p Q (»— n) 

V n{K — 1) 

where ‘ N ’ is the total population, * n ’ is the number of individuals in the 
sample and ' P ’ is the true value of the proportion in the population. 

It will be readily seen that the ratio of standard error to * P ’ will vary 
according to values of * P 5 and of ‘ N 5 for the same size of * n and these 
may change with various characteristics. We know that ‘ P * varies inde- 
pendently for different characteristics and that e Is * may also change at the 
same time. The true value of * P 5 is not known, but as we have said before 
we may take a common sense value for approximation. To illustrate this 
point let ns take two characteristics — (1) maternal mortality rate and (2) 
crude death rate. We may use for purposes of illustration the value of ‘ P 
for India as a whole. For maternal mortality rate 1 P 1 is approximately 
p-02 and for crude death rate it is 0-025. * N ’ for the former characteristics 
is the number of total births and for the latter c ha racteristic the whole populs* 
sam f sized sample ‘ n * the ratio of the standard error to ‘P 
will be obviously higher for maternal mortality rate than for the crude death 
rate Or, m other words, the estimate of maternal mortality rate of the 
population will be less accurate than for the crude death rate. If it is desired 
to obtain the same degree of accuracy for the estimates of various character- 
r f t0 ^ 6 multi ' sta go method of determining the size of the 
«p ? " t0 a , ar 8 e sa mp]e may he taken for purposes of detenu* 
smaller sJj-pri 01 Ce ^ am cbarac teristies, in which the accuracy will suffer 
ZuSSLlS ' 1 ^ - t0 s V b ^">Pl“ for characteristics h** 
To go back to nm ^ S 1 ™ the desired degree of accuracy for the estimates- 
Z S 1Z 1 S ™ **7 » l^ge sized sample for deter- 

z£ssr ■ *■ **- 

of 62,700, or say 60,000 

then for any charactpr^n • tbe population, i.e., a sample of 

of estimate SSk TaIue ” f 'f’ * ® P« W 00 ' 

level). Similarly, if for 7 l.’ 000 40 0'3 P™ l-. 000 (“ t5p Is 

reduced to 4000 and the ‘ P 7 ctaracteristi c the population sub-group, 
values Will be 4-4 ner cent f r 5 per cent - tLen the range for the estimate 
considered adequate and oH^ u 6 per cent - This amount of acc T° y 2- 
tlo n (10,000) was adopf e r 8 S y * T pIe of one-sLxth-of the total OT* 

mmed by dividing the aW« Tt ? umber of families to be taken was deter 
£mily. The foiling * avera § e ™*er of 

because of the practifa 1 S “/.^-sample for special purposes was adopted 
m these cases the staXa ®^ tW -„\ nd also because it was considered l 

«d stool examinations consisted of an 8 S^^ally low. Sub-samples i for bbd 
£ ®m eD -t of houses 5o ner P er cent., economic survey sa „ .« fl 

SaapUd Emilies. The s 4 sa ml each and survey 5 per cent, of * 
. samples w ere carried out in series, so that w 
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families selected for diet survey, will necessarily be included in tbe families 
selected for economic survey and sanitary assessment and so on. However, 
for reasons stated previously these targets were not reached. Table I gives 
the statement of the actual number of families investigated for various purposes 
together with the standard deviation for one appropriate rate or value of 'a 
suitable characteristic. 


Table I. 

The sizes of the Main Samples and the Sub-samples with Standard Deviations 
for Appropriate Dates or Values of a Suitable Characteristic . 


Nature of sample. 

No. of units 
Investigated. 

Proportion of 
units in tlio 
sample to tlto 
units In 
population. 

Common senso rate 
or value of a 
characteristic In 
tbo population. 

Standard 
error of 
estimate 
of tbo ra to 

Main sample . . , 

1,107 families (0,661 
Individuals). 

1 

1/XOQi approx. 

0-006 

o-ooos 

Blood examination . 

6,438 persons 

l/llth „ 

0-03 (Blood parasite) 

0-002 

Stool examination 

2,100 persons 

1/28 Mi „ 

0-4 (Stool parasite) 

0-010 

Sanitary assessment . 

680 families 

l/20th* „ 

0-2 (Cleanliness) 

0.101 

Economic survey . 

612 families 

l/22nd 

Its. 160 (menn oxpondlturo 
per capita on consump- 
tion with 8. B. or Its. 60). 

2-2 

Blot survey . . 

80 families 

l/40th „ 

2, 400 J; 200 (calorics con- 

sumed). 

80-5 


/• Slnco In some houses mora than one family rcsklo the proportion or the houses included In tbo sub- 
snmplo to the total number of houses (which nro estimated at 8,300 approximately) Is l/14th. On this basis 
the a. B. for cleanliness would bo 0-0160. 


it/-.- 

It will be seen that at 5 per cent, level the estimated values have a fairly 
reasonable accuracy under the assumptions made above. 

Procedure for the selection of families. — Of the 4 Union Boards, Singur 
and Balarambati were included in the original Singur Health Unit Scheme. 
For these Union Boards a list of villages and of the families in each village 
were available. For Bora Union Board similar lists were supplied by the 
President but they did not contain information about the sex. For the 
Begumpur Union Board no such lists were available and they had to be pre- 
pared' by a preliminary survey. ‘Each family was numbered- serially- for the 
whole area and selections for the main sample and for the sub-samples wore 
made with the help of Tippet’s random numbers. Before commencing the . 
actual survey operations, the families so selected were identified in the field 
and each was promiae'ntly marked to indicate whether it was included in the 
main - sample only, or] it was also included in any of the sub-samples. At the 
same time, preliminary information’ about these families were' obtained in 
respect of certain items namely the number of infants, pre-school children, 
.school-age population,, adults. by sexes and pregnant women, a : s also. a rough 
.estimate ,of the family- income. • It, .may .be mentioned here that it was not 
found -practicable to , evenly J spread out the’ sample .throughout ..the_.4. Union 
•Boards; While- in Singur 'and Balarambati • Unions the sampling .numbers 
.were kept up to schedules,; in- Bora ind- Bcguxjipur (Unions, only alternate 
'-families in the sample were examined. The fetatefnent bf thd target .number pf 
families and the number actually investigated is shown in Table II. 

« t 

B 
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Table II. 

Comparison by Union Boards of the Sizes of Target Samples and Sub-samples 

with those actually Surveyed. 



SiKfiur.. 

j Balvjlmiiati. 

Dora. 

IMiouitrcr.. 

Total. 


Target. 

Actually 

done. 

Target. 

Actuntty 

done. 

Target. 

I Actually 
clone. 

Target. 

Actually 
don''. | 

Target 

Actually 

done 

Main sample 

352 

307 

•103 

■a 

457 

103 

003 

357 

1,010 

1,170 

Sanitary assessment . 

170 

152 

201 

mm 

£28 

4 t 

310 

210 

051 

580 

Economic survey. 


130 

201 

110 

£23 

01 | 

340 

ICO 

051 

512 

Diet survey 

17 

3 

20 

12 

no 

5 

35 

10 

01 

30 


Mote. — investigation of twenty-one other families lwt l>rcn carried out hut family can!* were not 
fit :d, as most of the families svero absent at the time of survey and hence ab-.ontco schedules only could 
filled. 


As has akeady been stated, we have used completely random samples 
and not stratified samples. Since, it is well known that many characteristics 
of a population are influenced by its general biological constitution such as 
age and sex, the actual values of those characteristics may he vitiated if the 
sample did not correspond with the population in respect of age and sex. In 
other words, the value of a given characteristic derived from a sampled popula- 
tion may partly deviate from the true value of the characteristic of the popula- 
tion, because of disproportionate sampling as regards the age and sex. This 
point is capable of being tested, and a comparison between tbe sample and 
the total population has been carried out in respect of sex and size of family 
for Singur and Baiarambati Unions for those villages for which the data were 

available. [See Tables -ill, IV(o) and IV(6)]. \\ 

* *-> 


Table III. 

Comparison of the Sex Proportion for the Population and the Sample. 





SISQTO. 


Baxauambati. 



Male. 

Female. 

Total. 

Male. 

.Female. 

Total. 

•'Sample . . . , * . 


■ 

007 

mb 

if. 701 

707 

1,408 

Population . . . 

■ 

■59 

8,255 

mg 

" 4,380 

..'3,022 

8,802 


X*->2-9 not significant. Jv‘j-0-0 not significant. . 


Table !* 

Comparison bf the J? amity Size of the Populatiorf'-and of the Sample. 


'Family size (Singur Union). 



D 

2 

3 1 

B| 

D 

6 - f 

7 < 

8 i 

0 , 

ao *oi 

12—16 



Sample . . 1 

Population 


1 

m \ 

100 


80 

185 

21 1 

ass! 

14 

102 

18 i 

100 I 

0.4 i 

182 > 

03 

52 

£ 

80 ‘ 

5 

27 | 

230 

0,367 


**“23-0 (SlgnafieaMon) 
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Table IV(6). 


Family si jo (Bnlararabatt Union). 



' 

1 

O 

3 

4 

5 

o 

7 

8 

B 

10&11 

12—15 


Total. 

Sample 

10 

30 

37 

41 

32 

20 

oo 

12 

18 

0 

IS 

■ 

234 

Population 

08 

170 

223 

234 

220 

183 

121 

81 

05 

58 

03 

30 

1,570 


X’»-1C-G uotslKnlncant. 


Unfortunately we have no data for the population in regard to sex and 
size of the families for Bora and Bcguinpur (where smaller sized samples have 
been taken) and for any of the four Unions in respect of age distribution, and 
therefore, the comparisons cannot be made. However, from whatever material 
is available one may have a fair degree of confidence that gross immbalanco 
as regards the main biological characteristics has not arisen through random 
sampling. 
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CHAPTER H. 

To „, “ 00M “ 

Location. ■ __ . __ mR i v 

The Singur Health Centre consists of Serampore Sub- 

as 2 **&?&£&■ Ar jSar-5 

£K5 aSiittSt — half of the aton Me Map I). . 

Area and Population. _ .v 

The total area is 32-98 aq«»« 14 T^aMaS^Xr 68 Mages 
to south and breadthwise torn ^t to we it. ^ in about 8,300 

- *« in Table Y. 

Table "V 


ruiii .10 rwsDS. 


Area In 
sq. miles. 


No. or 
village*. 


I Population! 


Hospitals ] 
ami 
dlspcn- 
i sarics. 


1 I Blngur 

2 I Balarambati 

3 l Bora . 

4 l Begumpur - 


Approach and communications. ^ 

The village Singur where the Head . Qua ;? e ,^ ^^ and 

from Calcutta. It is accessible both by rail (Howrah-T . branching 

by road. The latter is a metalled road, at present £ ^ * in t be Singur 
from the Grand Trunk Road north of Sheoraphuh. Th g ^ mea ^ oW 
Union are approachable either through Katchlia raised g and 

paths. (See photos 12-17). These are unsatisfactory m^a^ ^ egum „ 
communications are difficult for several months during the Chord Line, 

pur and Balarambati axa situated, along tbe HowtotBurf^ „£ 

tbe former being about 17 miles and the latter about 21 whiot Btart - 

Calcutta. Begumpur is also accessible through a metalled r 
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ing from Uttarpara passes through Jauai and Adan and runs via Begumpur 
to Bora and from there to Scrampore. The last portion is at present not 
motorable. Bora may also be reached by a stretch of metalled road, two miles 
long, connecting it with Manirampur railway station on the Chord Line. 
While the villages in the Begumpur Union are comparatively easily accessible, 
those in the other three Unions have poor communications, and movements 
during the rains are almost impossible. 

1 Some of the village roads arc nominally maintained by the District Board, 
some by the Local Board (now defunct) and the rest by the Union Boards. 
During the dry season cycling is possible from village to village except where 
the roads arc broken up by bullock carts and water courses. Some villages 
in Balarambati and Bora Unions are altogether without any approach roads 
and no wheeled traffic is possible even when it is dry. 

' The Howrah-Burdwan Chord and tho Howrah-Tarakeswar Lines cross 
at Kamarkundu, a milage in the Balarambati Union. The Tarakcswar 
Line crosses through the northern part of the Singur Union while the Chord 
runs through the Begumpur Union and between Balarambati and Singur 
Unions, thus enclosing a major part of the area in a triangle (vide Map I). 

Climate. 

Certain meteorological records have been routinely maintained at Singur 
since 1941 by the Sanitary Engineering Section. 

- It is hot and moist during the greater part of the year. However, there 
is considerable variation in temperature in the course of the year, the mini- 
mum temperature may be as low as 44° F. and the maximum may touch 
105° F. Kelative humidity hardly ever goes below 50 per cent., and most 
of the time it is above 80 per cent, and remains ncar-about 100 per cent, for 
Weeks. There are considerable diurnal variations sometimes ranging between 
50 and 100 per cent. 

■ The year may be divided into four seasons namely, winter from mid- 
November to the end of February, followed by a prolonged summer which 
lasts till the middle of June when the monsoon breaks. The rainy season 
extends to the’ middle of October followed by a brief autumn. The meteoro- 
logical records for 1943 are shown in Charts I, II and III. The mean monthly 
mutimum and minimum temperatures are given in Appendix 111(a). 

The average total rainfall is about GO inches but it fluctuates widely from 
year to year (between 35 to 85 inches). The distribution of rainfall through- 
out the year is roughly as follows : less than 5 inches from November to 
February, about 7 inches from March to May and 40 to 50 inches between 
June to October. The. monthly rainfall records as maintained at Singur 

from 1941 to 1944 are' 'given in Appendix III(£>). 

**■ , 

" Physiography. 

It is a part of the flat Gangetic delta in south-west Bengal, studded over 
with close-set villages. It lies between two great rivers running parallel from 
‘ orth to south namely the Damodar which is 14 miles to the west of the area 
' md tho Hooghly which is 8 miles to the east. The former is a torrential river 
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and the latter is a tidal river. The general slope of the country is from north-' 
vest to south-east but there being little gradient the natural drainage problem' 
is difficult. It is further complicated by the erection of embankments for 
various purposes which prevent the natural flow of water. Enclosing, as 
they do, low lying land with insufficient outlets, they cause accumulation of 
large sheets of water during and after the rains. Besides, the removal of 
earth for raising the village sites and for building houses has created innumer- 
able dug-pits ( dobas ) and tanks, some of which arc of large size and have been 
specially made to hold water for drinking, household and irrigation purposes,, 
thus producing unconnected more or less permanent water surfaces locally in 
and around the villages, 


Originally the flood water from the Datnodar periodically flushed out 
the area and it drained away into the Hooghly. A number of natural inter- 
connected channels through which the water mainly flowed may still he 
recognised, but all of them are now irregularly silted up and do not adequately . 
function. Attempts, though unsuccessful, have been made to replace the 
natural drainage by a few artificially cut drains. The only inlet of water 
from the Damodarht present is the Eden Canal System which is designed for 
purposes of irrigation only and does not help to flush the area. As a result, 
the five rivulets, namely, the Kananadi, Julki, Gliia, Kunti and Saraswati 
which traversed through the area are now dead (photo 22) but being low beds, 
they hold water after the rams much longer than the surrounding country, 
specially between- the cross bunds erected by tbe people (photo 23) to conserve 
Water for irrigation purposes in dry seasons. They are over-grown with 
vegetation and act as breeding places for mosquitoes. The location of these 
rivers is shown in Map II. In addition to these dead rivers there is a natural 
channel called the £ Kahakhnl * running north and south for a distance of 5 
miles through Singur and Balaiambati Unions. Of the artificial channels' 
mention has already been made of the Eden canal which lies outside the area 
but is connected with the old beds of the Kananadi and the Gliia. The ’ 
Uopalnagar cut (see photos 20 and 21) joints the Kananadi’ with the Saraswati 
thus carrying the water from the Damodar into the latter river. An other 
artificial channel is- the Dankuni drainage system. This scheme was in- 
augurated m 1873 with the object of draining tbe low lying lands of Dankuni 
area east of Bora and Begumpur Unions. It is a ‘Y’ shaped drain with 
openings in t e lWffl Hooghly at Baidyabati (inlet) in the north and at Bally 
i? 11 , e longer northern limb of tbe Y commences beyond 

.t? ^ koufldary. of the Singur Union and running southward through 

joining mon tmthe east joins the shorter lhnb coming from the Seram- 
SSJSS* ? omewb f$ east of Begumpur Union,* It does not act efficiently 
water ran h water after the rains. However, when necessary,- 

** *• *— ** 

“tS. eoay aBwt " te “ ' mte cm " 

’ ^ “fim embankment of this description 

orevent ^e ^ am odar. It was designed to 

mg of the area. There are many other transverse 
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bunds across tbe beds of the dead rivers and khals as already 
mentioned. 

(2) Railway embankments. They are 3 in numbers— 

(i) The Howrah-Burdwan Main Line, built in 1851. 

(ii) The Sheoraphuli-Tarakcswar Branch Line passing through Singur. 

(iii) The Howrah-Burdwan Chord Lino built in 1914. It j>asses through 
Begumpur, Bora and Balarambati Unions. 

(3) Road embankments. There are 5 metalled roads and a number of , 
j Katchha roads running across the country. They are — 

(i) The Grand Trunk Road running north and south. 

(ii) The Chinsura Khanpur Road. 

(iii) The Baidyabati-Tarakeswar Road. 

(iv) The Serampur-Manirampur Road. 

(v) The Utfarparn-Adan-Begumpur-Bora Road. 


These embankments have completely prevented the natural flooding and 
flushing, have caused the death of the rivulets, have reduced fertility of land . 
and have increased malaria in the locality. 


The most striking feature of the villages is the presence of a large number 
of dobas and tanks around each house or a group of houses. Economically, 
these serve at least threefold purposes, viz . : — 

(i) Provide water for cultivation of lands contiguous to houses. 

(ii) Provide water for domestic use and bathing purposes. 

(iii) Fish cultivation. • . 


Unfortunately, these dobas and tanks also form til'd most potent breeding 
places of A. philippincnsis, the local vector of malaria.;.. The number of dobas 
vary from village to village, mainly according to its siac as may bc.seen from 
Table VI in which some details foriiti group of representative villages from 
each Union aro given. • ^ yi 


• Table VI. 

TanU and Dobas Enumerated in 




Thus oft an average there is approximately one tank or doba for two houses 
(families 1) or for 10 persons. 
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Irrigation. 

As already mentioned the north eastern part of Singur Union receives the 
benefit of irrigation by the Eden Canal through the Kananadi, the Ghia, the 
Gopalnagar cut and the Saraswati. The usual method of irrigation which is 
carried out during the winter and early summer is lifting from dobas and tanks 
or from the accumulations in the beds of the dead rivers by means of a donga 
(or steel boat-like device) worked by manual labour. (See photograph No. 19). 
So far as the malaria problem is concerned, the present system of irrigation 
has potentialities both for good and for evil, perhaps it has done more harm 
than good. 


Soil and sub-soil. 

The soil is alluvial mostly clayey but deposits of sand are found in some 
places. It is still fairly fertile but in the absence of periodical renewals of 
silt deposits by flood water from the Damodar, progressive deterioration is 
inevitable. For vegetable cultivation the farmer has to manure the land 
heavily with farm yard manure and oil cake. 

The sub-soil is mostly a mixture of sand and clay or of clay and sand in 
alternate layers. Due to impervious clayey layers there is little percolation 
of rain water. The level of the sub-soil water is high being on an average only 
three to six feet below the surface depending upon the season. 

The temperature of the ground water varies but little and according to 
BhaBkaran (1944) its biological characters are not greatly affected by season. 


Sources of water supply. 

_ Tube-wells form tbe main sources of drinking water. A survey of tbe 
existing water sources of Singur and Balarambati Unions recently carried 
out by Subrahmanyan and bis associates (1944) shows that in an area of 16‘5 
sq. miles there are 155 public and 99 private tube-wells. On an average there 
are 82 persons to a tube-well in Singur Union and 141 persons in Balarambati 
Union. However, only 80 per cent, of the public wells and 94 per cent, of 
the private wells were found in working order ; forty-three per cent, of the 
public and 21 per cent, of the private tube-wells were in poor state of repairs. 
The following defects were noted ; — 


(i) Broken studs and holts. 

(ii) Worn out leather buckets. ' 

(iii) Leaky leather washer aud valve at the foot of pump. 

(iv) Pump not fluctuating. 

(v) Filter choked. 

(vi) Head of pump broken. 

(vii) Pump handle broken. 


nniwio 6S 6 mei dioned above there were 56 open wells of which 

riwn USe ^^mgpurposes. Dobas and tanks have been entirely 
n £ n 0UIce9 of drinking water except by a few widows and old women. 
.However, for domestic purposes they are exclusively used. Although a 


complete census has not been mado in Bora and Begumpur Unions, it is esti- 
mated that there arc 65 public tube-wells in the former and 78 in the latter 
Union. 


Types of Villages. 

The villages differ in size and to a certain extent in type. There are three 
main types of villages, viz. (1) closely sot houses with crowding of population 
within short space in a manner resembling a rural town. (2) Typical Bengal 
village noth houses separated from one another by tanks, dobas, bamboo or 
banana groves or even open agricultural lands. (3) Five to ten houses cluster- 
ed together, the clusters being separated by tanks, dobas, groves or fields. 
The houses are generally built on raised lands as already described. (See 
photos 2-4.) 

• A typical village in this area consists of 150 to 200 houses or 200 to 300 
families. Some families live in separate houses, others reside in separate 
rooms built round a common courtyard, where paddy is stored in ‘ morals ’ 
and a creeper or two of marrow arc spread out over a bamboo stage. In most; 
villages banana groves or vegetable gardens extend on one or both sides of the 
house, the front gate lying above the serpentine road or lane which skirts 
the tanks or plantations. Frequently four or five houses form a group separat- 
ed by big tanks, banana plantations, vegetable gardens or bamboo groves. 
As a rule a village is inhabited by a single community such as the Mahcshyas, 
other Hindu communities or entirely by Muslims. Houses are built of mud 
with baked clay tile roofing. Here and there a pucca house may be seen and 
not infrequently one comes across small polished cemented plinths by the 
side of the main entrance. The growing popularity of cemented floors is 
evidenced by an occasional cemented floor in the veranda or even inside the 
room of an otherwise hacliha house. For pictorial views of the rural environ- 
ment described above reference may be made to Appendix VIII (photos 5-9). 


Sanitary Assessment of Houses. 

' Sanitary survey of 589 houses was carried out. This represents roughly 
7 per cent, of the houses in the Health Centre Area. 

, General distribution of families in houses : A house is, as a rule, built to 
accommodate one family (vide Table VII). However, about 20 per cent', of 
houses are occupied by more than one family, about 12 per cent, of them lodgo 
2 families, 4 per cent, three families, 2 per cent. 4 families, and a few houses 
contain as many as 5 or 6 families. 


Table VII. 

Distribution of Houses According to the Number of Families. 


Xumbor of families. 


nbusc‘>. 
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o 

S 

S9 
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c 

jbuml cr . . 
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24 
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Table Till. 

Distribution of Houses According to (he Number of Inmates . 


No. of InmntM per hou«i\ 





1 

i >1 

!• 

4 

3 

6 

7 

8 

P 

10 

11 

12 

13 

14 

IS 

1C. 

17 

18 

10 

i 20 

20+ 

Number 

21 

12 

61 

72 

60 

5S 

60 

31 

30 

30 

16 

IS 

13 

11 

10 

4 
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0 

3 

S 

eI 

rerccnt-njc , 

11 

m 

11 

12-2 

11-7 


m 

5-3 

5-1 

S-l 

27 

2-5 


1-0 

1-7 

0-7 

Q 

1-0 

0-5 

o-s 

1 


The number of inmates in a house vary from one to as many as 61 (in one 
instance). "While the average size of the family is 5'9, the average number of 
persons per house is 7'5. Generally, a house accommodates not more than 
10 persons (81 per cent.). The houses lodging four or five persons arc most 
frequently met with (12*2 per cent.). About 4 per cent, of houses lodge more 
than 20 persons or more and a similar proportion have single inmates (see 
Table VIII). We shall revert to the discussion of adequacy of accommoda- ’ 
tion later on. 


From health point of view, the number of children per house is a matter of 
considerable interest. Distribution of houses according to number of children 

is' set out in Table IX. 

■ 

4 

’ Table IX. 


Distribution of Houses According to Number of Children per House, 


Home. 


No, of children per hoii ' C . 



0 

1 

2 

3 

4 

5 

G 

7 

S 

0 

10 

11 

12 

12+ 

Nunibrr 

126 

1 

104 

i 

105 

03 

58 

33 

10 

12 

13 

7 

4 

3 

o 

6 

Percentage . 

21-4 

17-7 

17-8 

16-1 

0’S 

5-0 

3*2 

2-0 

t>,u 

1-2 

0-7 

0-5 

0-3 

1-1 


. It will be seen that in more than one-fifth of the houses there is no child 
and in over one-sixth of them the child is without a companion. In other 
words, only in about 60 per cent, of houses the problem of more than one 
child arises. In such houses two to three children is the rule, but 4 to 5 
children are not uncommon. While the percentage of houses progressively 
decreases as the number of children increase, 12 or more children in a house 
may be occasionally seen. In one instance, there were as many as 23 children. 
Housing, conditions therefore preclude any possibility of effective isolation in 
case of infectious disease, particularly the eruptive fevers. Apart from close 
personal contact of children in a house, promiscuous defaecation and careless 
disposal of nasal and respiratory secretions as well as of wash water are calcu- 
lated to disseminate infections in the house and in the immediate neighboux- 
nooa. These facts should be borne in mind in connection with the discussions 
on morbidity and mortality amongst infants and pre-school children (seo 
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Table X. 


Distribution of Houses According to Agency of Construction. 




Agency of construction. 


Houses. 

Self. 

Village 

ml’lri. 

Outside 

contractor. 

Scirnnd 
village mbtri. 

Village 
mWrf and 
outside 
contractor. 

Number 

210 

200 

10 

00 

« 

Percentage 

30-3 

40-0 

V7 j 

1C-0 

0-S 


Agency of construction. — Houses are practically always constructed by 
the villagers without outside assistance ( vide Table X). Excluding the 11 
houses for which information is not available the owners themselves built 36 
per cent, of the houses without professional assistance and another 16 per cent, 
with the help of village masons, 46 per cent, of the houses were put up by tho 
village masons without outside assistance and 2 houses (0-3 per cent.) with 
the help of outside contractors. Only 1 *7 per cent, of the houses were wholly 
built by contractors from outside the village. It would thus appear that 
even for houses costing Rs. 1,000 or more local builders are generally good 
enough. 

Cost of house construction. — It is difficult to estimate the cost of construe- . 
tion of houses but in making this estimate the information received from the , 
owners and personal judgment of the investigators have both contributed. 
It may be assumed that the labour employed without cash payment has not 
been included* However, a rough distribution of houses according to the 
cost of construction ns well as the average number of occupants is given in 
Table XI. 

Table XI. 

Distribution of Houses According to the Cost of Construction and the Average 

Number of Inmates. 


Cost of construction In rupee*. 


Houses. 

—25 

—B0 

— 100 

HO 

~ 500 

•1,000 j 

1.000+ 

Total. 

Number 

i 

• 17 

44 

70 

170 

105 

05 I 

100 

580 

Percentage . 

.. 

2-0 

Bppil 

13-1 

2S-0 

17-8 


18-0 

00-5* 

Average No. of inmate# 

■ 

4‘0t 

1 

4-0 

0-0 

8-0 

8-0 

13-0 

, 


• No information about, cost of construction Is available for il houses, 
t Excluding ono extra-ordinary family this number Is reduced to 3-4. 


It will be observed that about onc-fourtk of tho houses cost as little as 
less than a hundred rupees to construct, the largest percentage of houses 
(28*9) arc built for Rs. 100 to Rs. 250 only, a little less than half the houses 
cost over Rs. 260 and quite a substantial number (18 per cent.) cost more than 
Rs. 1,000. A rough estimate of the average cost of a house in this area is 
Rs. 500 as against Rs. 400 estimated for rural areas hy the Bombay Planning 
Committee, but it may bo remembered that average number of inmates- 



























22 


pet house in the present survey is 7*5 as against five calculated by them. The 
floor space available in Singux houses is much below their standard (sec page 
28). It will be observed that with one exception the average number of 
inmates per house increase with the cost of construction or perhaps it would 
be more appropriate to say that the larger the number of persons occupying 
the house the more it costs to construct. The exception mentioned above 
is with reference to one house occupied by 22 persons, the cost of construction 
given being less than Es. 25. One of the families residing in this house which 
consists of 5 members and for which alone information is available, is eco- 
nomically in the lowest class ; even so, it is a question whether the cost of 
construction of the house could be so low as that. If this house is excluded 
the average number of persons in this category of houses is 34 only. While 
it would be contrary to the actual facts to say that the quality of houses does 
not materially vary, there is little doubt that building cost is, as a rule, mainly 
referable to the size of the house rather than to its quality. Euxther remarks 
on the cost of construction in relation to various items constituting the quality 
of the house are given later. 

Surroundings — Openness. — Nearly 56 per cent, of the houses are detached 
and 24 per cent, semi-detached. However, the proportion of houses attached 
on three sides is not inconsiderable being 11* 4 per cent, (vide Table XII). 
It may be stated that back to back houses are not open to the same objection 
as in the Western countries or in certain urban areas in this country, because 
■of the customary inner courtyard. 


Table XII*. 


Distribution of Houses According to Contiguity with Neighbouring Houses. 


Housei. 

i Nature of House. 






Detached. 

Semi- 

Attached on 

Attached on 



detached. 

two sides. 

tblCD Bides. 

Xmnber 

312 

135 

50 

64 

Percentage 

55-0 

241 

80 

11-4 


been for ‘“formation for any particular Item has not 


Almost invariably a house has an inner courtyard along two or three sides 
•of which there is a tow of rooms almost always set behind an open verandah, 
.these rows of rooms may be continuous or broken up into a number of units 
or huts with open spaces in between them. The courtyard provides space 

SOTTAS* 8t0r f 5 0r ot ?? r forma of store s and more often than 
vesetahleR rnW° T< a°o \ ov ^, , ar ® spread out creepers of gourd or other 
(unless the adiacent h ' V*** mdivi . daal rooms have open front and back 
closed. The home mayor ^not hit” SP ““’ b "l 2" of , tl18 I ?°® are 

tat fcoat wall of the martyard fa aeH™ ‘JCa 8 * 2 T r“ kook 
Table XIII). Hwever?™! - ° m seti , ck &om street ab g nm ent (see 
’ many instances the front door may open on a 
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narrow passage through which it communicates with the street and beyond’’ 
this passage may be a tank or doba of varying size. Similarly, the back or* 
one or the other side may adjoin a tank or doba. This description would 
explain the reason why the majority of the houses belong either to the category 
in which the front space including the streets (which is usually narrow) is 
less than a quarter of the height of the house or compound wall, or it is a 
large open space. The same applies to back space, but in this case, houses 
with large back space are more common. Again, houses with a big front 
space are also likely to have a large back space and conversely houses with 
small front space have, as a rule, small back space. Less frequently, a large 
front space may be associated with a small back space and vice-versa. Though 
we have not carried out separate analyses for each Union, the villages of 
Begumpur Union largely contribute to the category of houses in which the 
front space is very small or is of intermediate size. A gain in this Union there 
is little or no space between the houses and unlike the other three Unions, 
double or three storied houses are co mm on here. 


Table XIII. 

Distribution of Houses According to Ratio of Open Space {Front and Bach) 
to the Height of the House. 


•' Bade space : height of the ! 
house. 

| Front space : height of the house. 

Total. ' 

Percentage. 

• • 

— i 

’ — h 

—1 

2 and above. 

i 

' \ 

74 

13 

11 

21 

119 

35-2 * 

— 1 • 

S 

IS 

2 

8 

28 

8-1 ’ 

— X . 
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0 

12 

15 

30 

10-4 

2 and above 

20 

’ 10 

2S 

94 

165 

46-4 

. Totai 

100 

1 

50 

60 

138 

338 


•• • * Percentage 

37-7 

13-S 

11-0 

37-8 




• •’ In Table XIV information about the ratio of the open space to the height 
of the building is shown for the two sides. As might be expected there is 
a- remarkable correspondence in the distribution of houses in respect of 
•varying sizes of open spaces on the right and on the left sides in relation to 
the height. It will be noticed that houses with plenty of side space and houses 
’with little or no side space are more -common than houses of intermediate 
side’ spacer Houses which -are open on one side -are also frequently open on 
the other side and vice versa : 
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Table XTV. 

Distribution of Houses According to Ratio of Open Space on the Sides ( Right 
and Left) to the Height of the Houses. 



Bight side space. 

Bo 

Information. 

Total. 

Percentage*. 



—l 

D 

2-f 

! 

-i 

114 

o 

3 

m 

23 

155 

47-0 

—i 

7 

31 

0 

I 

0 

48 

14-5 

Left side 6pace —1 

3 

* 

13 

HI 

5 

31 

0-4 

2 + 

11 

O 

S 

50 

10 

OO 

29*1 

Bo Information . . 

40 

10 

11 

31 

153 

230 


Total 

181 

49 

35’ 

113 

203 



Percentage 

48 '3 

m 

0-2 

20-4 





* Percentages based on those for which Information Is available. 


In conclusion it may be stated that there are practically few or no obstruc- 
tive houses. A fair number of houses have ample open space, front and behind 
and not infrequently on the sides as well. The arrangement of the living 
rooms along-side the inner courtyard permits good circulation of air. 

Cleanliness — Drainage and cleanliness of compound. — Most of the com- 
pounds and open spaces round about the houses are ill-drained. Nearly 
44 per cent, have weedy growths and 14 per cent, have rank growth or jungle. 
There does not appear to be any relationship between the cleanliness of the 
compound and its drainage. However, the number of houses in which the 
compounds are ill-drained and have weeds or rank vegetation is not inconsider- 
able {vide Table XV). 


Table XV. 


Drainage and the Cleanliness of the Compound. 


Drainage. 

Jungle and weeds. 

Total. 

Percentage. 

| Clean. 


Bank 

growth. 

Jungle. 

Good » * ■ • 


■i 

27 1 

1 

8 

44 

7’5 

Inadequate ■ . 

• 

iH9 

S3 

7 

4 

184 

22-0 

Poor .... 

• 

45 

« 

24 

12 


254) 

Bot drained 

« ‘ 

140 

81 

12 

21 


44-6 

Totax 

* 

214 
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44 

40 

584 


Percentage 

— 

41-8 

43-fi 

m 

6’8 
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Mosquito breeding grounds. — While bad drainage helps to maintain high 
humidity, the breeding of mosquitoes largely takes place in low lands made 
of dead rivers and in tanks and dobas. As has been stated above there -is 
• a tank or ,a doba to practically every two houses. Since mosquito breeding 
.-takes place .chiefly along the edges of these water collections, specially when 
they are not clean, we have measured the perimeters and classified them 
roughly as clean and dirty. The average size of clean and dirty perimeters 
■per house is 434 ft. and 55-1 ft. respectively. The frequency distribution of 
the houses with different sized clean and dirty perimeters is given in Table 
XVI. 


Table XVI. 


Distribution of Houses According to the Size of Perimeter of TanJcs and Dobas*. 


Nature of 
perimeter. 

Average 
pcrlmc- 
.tcr per 
house. 

! 

Houses. 

Size of the perimeter In feet. 

Total 
No. of 
houses. 

Nil. | 

—20 

—50 

—100 

—150 



■Clean 


No. 

101 | 

223 

122 

53 

21 

i 

30 

30 

089 


M 

Per cent. 

17-1 

30-0 

20-7 


3-0 


0-6 


Blrty . . 

I 

No. 

45 

108 

140 

100 

43 

27 

30 

580 


■1 

Per cent. 

70 

33-0 

1 24-8 

17-0 

7-3 

IB 

5-1 



• Some houses Adjoin tanks and dobas not belonging to the premises. 


Catches of adult anopheles were made in some of the houses and larvas- 
were collected from the ponds and tanks situated near habitations. A brief 
statement of the anopheline fauna as found during th6 survey, is given in 
•Table XVII. , 


Table XVII. 


Anopheline Fauna of the Health Centre Area from January to June 1944, 


— 

January. 

February. 

March. 


May. 

Jnne. 

No. of houses visited . . 


71 

27 

21 

64 

33 

No. of tanks and iobat examine 

23 

. 53 

18 

5 

31 
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+ 
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+ 
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— 

+ 

+ 
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+ 

+ 

— 

+ 

— 

— 
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— 

+ 

+ 

+ 
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+ 

+ 

+ 

— 

+ 

+ 
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+ 1 

+ 
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— 

+ 
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' A. philippinensis is believed to be the only malaria carrying BpecieB in 
this part of B eng al. This species was conspicuous by its absence during the- 
period of the survey. Previous records also show that A. philippinsnsts 
is rarely found during the first half of the year. However, as may be seen 
from table CXLVI 326 malaria cases were found in the course of the survey. 

■ Since the malaria curve may be seen from Chart VII is low during this period 
it is likely that fresh infections were relatively few at the time. Even bo, 
the question arises whether A. philippinensis breeds or the adults survive 
in sufficient n umb ers to explain such transmission of malaria as may occur 
during the first half of the year, or some other carrier species hitherto un- 
suspected is responsible for fresh infections. Unfortunately no dissections 
for mosquito infections could be carried out but perhaps it may be worth- 
while to search for other possible carrier species, specially when known 
malaria carriers like A. aconitus and A. varuna and suspected species like 
A. annularis have been found. The anti-malaria organisations working at 
Singur and its environs, during the six months preceding the survey, dissected 
663 anophelines of various species (see Table XVIII) of which only 3 A. 
philippinensis were found carrying sporozoites in their salivary glands. The 
number of mosquitoes of species other than A. philippinensis is small and, 
therefore, it is not possible to exclude them from being carriers on the basis 
of these results. It may be noted that no A. philippinensis were dissected 
during July and August. ! 

•? 

Table XVIII. 


Dissections carried out during the Period , July to December 1943, of Anopheles 
found in and around Singur. 


• 1 

July.* 

August. 

September. 

October. 

November. 


. j 

h ii>p s M3 

A. philippinensis • . . 

■ 

0 

101* 

81* 

180 

72 

404 

A. aconUux «... 

0 

11 

4 

12 

40 

5 

SI 

4. rurttna .... 


15 

C 

0 

S 

■9 

29 

4. annutarit 

3 

■3 

1 

4 

4 

■EK 

10 

X.ramtayi .... 

■ 

H 

7 

4 

S 

B 

29 

4. paUidut .... 



0 


5 

8 

13 ' 

4. h</7canut . , 

II 

m 

1.. 

0 

0 

0 

1 


* Two Infected mosquitoes were found In September and ono in' October. 


Fly breeding . — From Table XIX it will be seen that vast majority of th e 
houses have small breeding places for flies, and a few provide extensive breeding 
grounds, but the number of bouses which do hot bfeed' flies is less than - 


per cent. "Here again, improvements, ‘-if and when - carried out, should b e 
easily discernable. The problem of fly breeding is- closely- related to the 
question of disposal of refuse containing human faeces and of the stable and 
cowshed refuse. Information on these points ,is contained . in tables XX, 
and XXII Since many families have 'no conservancy .system the 
question of disposniof faecal matter does not arise. The commonest method 

ntiWiimwnu L throwing. it away indiscriminately which is the one most 
objeetwnaMc and nnhygtenic. Eqnally objectionable is to pit them 1 
heaps and tins practice is frequently followed. (Sec photo 10) Less E 
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per cent, of households take the trouble to cart the refuse to their fields and 
to make use of them. None of them follow the most scientific method, 
namely, composting', but a small percent (3 per cent) take the trouble of doing 
something to make faecal matter non-offensive. The problem of latrines 
is further discussed on page 36. 

Table XIX. , : 

Fly Breeding, Rat Harbourage and- Other Pests. ' 



Ply breeding places. 

Hat harbourage. 

1 

j Other peats. 

i • 


Nil. 

Small. 

Medium 

size. 

Large. 

Extcn- 

sizc. 

Total. 


s 


Present. 



Ko. of 

houses. 

n 

42S 

13G 

12 

2 

£89 

506 

22 

£88 

SCO 

10 

5 70 

Percentage 

1-9 

72-7 

28-0 

2-0 

0-3 

•• 

oa-3 

3-7 

•• 

98-2 

1 - 8 

•• 


Table XX. 


Disposal of Refuse Containing Human Faeces. 
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8 
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s 

§ 

H 

03 

c 

■3 

5 
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ll' 

1 

g 

ll 

gg 

1 

0 

a 

No. of bouses 

234 

100 

1 

17 

0 

19 

801 

sc 

0 

an 

Percentage . 

40-3 

17-2 

0-2 

El 

M 

3-3 

51-9 

9-7 

0 - 

. 0 


As may be seen from table XXI, the usual practice (82 percent) is to throw 
away refuse and garbage indiscriminately. In 26 percent of the cases a heap 
is made. In 13 percent the refuse and garbage are hauled up to the farms, 
where not only they are made use of as manure, but are most , sanitarily 
disposed off because the fauna and flora of the farms vigorously attack their 
and reduce them to nonfomentable inorganic salts which are readily utilised 
by the plants. This practice may be encouraged. Pits are made in 5 per cent* 
of cases but only half per cent, are covered. It would appear that in 1 percent, 
of houses, there is no garbage or refuse or not enough of it, so as to raise, the 
question of disposal. . . , \ 

t . 

In 198 houses there are no stables or cowsheds. Of the remaining 391 
houses, 186 practice more than one method of disposal of the refuse, informa- 
tion about which is contained in table XXII. j?or the liquid refuse, there 
appears to-be no arrangement iniov«j85 per cent, cases, in nearly 13 per cent, 
.there is a sump or cesspool without any arrangement for outlet. Only in 
2*1 per cent, there is a sump with an outlet. In most instances the cowdung is 
converted into cakes (in 61:5 per cent;) or it is Stacked in heaps (29*6 percent.) ; 
manure pits are relatively infrequent (8*8 per cent.). Considering both 1 the 
liquid and solid waste, the most common practice is to make cowdung cake 3 
and to let the liquid portion take care of itself, or to stack up the dung in 
heaps and let liquid find its own way. 


« * 
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Table XXI. 



Table XXII. . . , 

, . t i e Method of Disposal oj Solid and Ltqud 

JJWriWto 4 Houses^ 4cte*«S i, e „„i i mhci. __ 



' ' • .1 will be seen 

" SEatssa 

SSJ !n!es Of the l^ oofee^^ ^S L 0 .^.^ Bette f“ili«es in niore 
-R- 1 ooo or n>or« ate-.BO. , While therejm 3v . ^ social standards 

SoeS honses, optional faotors of ^ cost of boilding. 

tSnSinllj.o i^oant foe the assooiataon of oleadin^ ^ ^ ^ 

The same' remarks appljr- et&Uy todewf n £ Majll g exceeds- 

. 0 **, a sodden improvement-.. oWrf. M * the stay of im- 

Us 800 In any case, much remains to be accoi y 
proyyment of. iicmses both inside and onts.de. 



29 


Table XXIII. 


.Distribution of Houses According to the Cleanliness of the Premises and Cost 
' of Building. 


\ 

Cost In rupees. 

No 

Infor- 

mation. 




—50 

—100 

—250 

— i 

500 

f 1 

j— 1,000 j 


Total. 

P.C. 


I 

I 

>*0. 

P.C. 

Xo. 

P.C. 

Xo . 

P.C. 

Xo. 

p.c. 

Xo. 

P.C. 




-(Clean 

0 

0 

4 

0-1 

13 

7-0 

5 

4-8 

0 

13-8 

28 

20-4 

0 

GO 

10-0 

-Moderately 

dean. 

25 

41-0 

46 

58-2 

109 

64-1 

83 


47 

72-3 

73 


3 

380 

05-5 

'Dirty 

30 

59-0 

29 

36-7 

48 

28-2 

17 

10-2 

0 

13-8 

5 

4-7 

0 

144 

24-4 

Total 

01 


79 

■ 

170 


105 

1 

05 


100 


3 

589 



Table X XIV. 


Distribution of Houses According to the Cleanliness of the Rooms and Cost of 







Cost In rupees. 






No. 

Infor- 
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■ 


' 

—50 

—100 

—250 

1 
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P.C. 


1 ^0. 

m 

a 

a 
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P.C J 

a 

1 

p.o. 1 

i 

No. 1 

P.C. 
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1 

I 


-Clean 


0 

4 

-5-6 

8 

5-0 

a 

a 

11 

17*5. 

fOi* 

-24 

\ * 

0$*3 

0 

51 

. 9-E 

‘"Moderately 
, j dean. 

20 

44-1 

■44 

62-0 

118 

73-3 

82 


45 

rf\ 

09 

72-6 

1 

385 

70-1 

. Dirty 

33 


23 

32-4 

35 

21-7 

11 
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j 

7 

n-v 

2 

2-1 

2 

< 
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20-6 

Total 

50 

• * 

a 

■ 
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* 

or 

| 

03 


05 

• 

• . • • 3 . 
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■ • Living Rooins. -^-Over-crowding . — The distribution ‘ of houses accordin^j 
xt i ,1 a _ i« 'Table 


;to the number of 'occupants and the floor -space per’perscfn is' gfti’eh ih'Tabl 

,£XV. • ;V . .. . >i- •• <"* ’• 


- > •) - 


.1 > r 


Table XXV. 

Distribution of Houses According to -Number of -Occupants and’-FloorSpacc. ■ 


Floor space pet 
"person In select. 

' ** 




No. of occupants. 

' %* ' - - 


?* V 

, 1 

; 1 

Total; 

1 ; 

Pet cent. 

•1 . 

2- 

3’ 

4 . 



7 

r 

8-9 
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wv> 

* r 

‘ ' —36 

2' 

21 

38 

51 

:) 

60 

.44 

41 

' '44 

T - «. 

* ,4 

45 

— 10 

j, 396 

67-3 

n 30 — • • j 

13' 

' U . 

18 

18 

14 

j'V> 

10 

''14 

19 

11 

4 

154, 

26-2 

‘ 42— . • . 

4 

4 

4 

2 

4' 

1 

0.’ 

‘ 1 

4 

0 

j • 

1 

1 

22 

3-7 

' ,-60— . ' . 

5 

3 

1 

1 

0 

1 

2; 

1 

2 

1 

1 

0 

/ f * 

' ' “ 

2*7 

; - Total 

24 

42 

•01 

72 

08 

| 58 
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.. 61 

' 61 

.58 
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A perusal of Table XXV reveals a state of gross overcrowding as majority' 
of the houses permit less than thirty-six square feet of floor space per person. 
Except when a person is a solitary occupant of a house, more often than not 
the floor space per person is less than 36 sq. ft. In little over a quarter of 
the houses the alloted floor space lies between 36 sq, ft. and 42 sq. ft. and only 
in a little over 6 percent of houses more than 42 sq. ft. is available. It i# 
comparatively rare to find houses allowing more than 50 sq, ft. of floor space 
per person. The Bombay plan (1944) considers 100 sq. ft. of floor space as 
the minimum requirement. In the present study majority of the houses 
provide only one-third or less of that space. 

It will also be observed that the larger the number of occupants, the smaller 
is the floor space available per person ; in other words, the size of the house 
does not increase as the number of inmates increases. Knowing as we do that 
furniture and other household effects further encroach upon the floor space 
it would not be surprising if diseases common to the over-crowded com- 
munities should frequently occur. We have seen that larger the household# 
the less floor space is available per person, and also the greater the cost of 
construction the larger is the number of inmates. Under the circumstances, 
the more costly houses do not have a decided advantage over the less expen- 
sive one, so far as over-crowding is concerned. 


T entilalion. Ventilation has been described as good in a little over one 
quarter of the houses (26 percent). Most of the houses are inadequately 
ventilated and some of them (16 per cent.) axe poorly ventilated. This is not 
Surprising, when it is remembered that the floor space allotted per person 
is inadequate and there is gross over-crowding. However, from what has 
cen said before, one should have expected that poor ventilation will be 
associated with houses having larger number of inmates than these with 
fewer occupants. This is not borne out by the Table XXVI, in which the 
distribution of houses according to the state of ventilation is shown for varying 
num er o occupants. There appears to be better provision of ventilation, 
m accommodating moderate number of persons than those having either small 
arge num er of inmates. The observations on ventilation were probably 
not earned out properly, a8 early morning visits were difficult to make and 
kata-thermometer readings were recorded. Dependence on observations 

- atatime ^ ** PUrp0SeB ° f ' the state of ventilation 

can be riven of the not satisfactory, and no account 

It is not likely that mor ■ a ° f venti | a tion when the room is fully occupied, 

increases. There is everv” 1 ° * SPaCe “ P 10 ™ 1 ^ as the number of occupant* 
have been taken accorffiL^fh ^ tiat the observations could 

conditions would have been r l “sections given in the key, still worse 
number of inmates. It raay^ *** P ar ti°nlarly in houses occupied by large 
observations relatively betfce ° Wev ® r n °ticed that according to the present 
Es. 100 and particularly l , ^^fation is obtained in houses costing over 

7 hose costin g over Rs. 1,000 (see Table XXVII)- 
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Table XXYI. 

Distribution of Houses According to Number of Occupants and Ventilation. 

| Number of occupants. I 


Ventilation. 


Total. 




i 

2 

3 

D 

D 

D 

D 

8-9 

10-12 

13-20 

21t 




r*To, 

s 

14 

13 

10 

20 

10 

17 

16 

13 

16 

gg 
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•Good . 


Lr.c. 

33-3 

83-3 

21*7 

22*2 

20-4 

17*2 

20-3 

16-2 

21-7 

27-6 

HtH 

■ 



rxo. 

10 

20 

28 

30 

40 

42 

34 

38 

42 

37 

Hi 


Inadequate . 
















lr.c. 

41-7 

47-6 

41*7 

84-2 

88-8 

72*4 

68-C 

C2'3 

700 

03*8 

41*7 

■ 


1 

r No. 

0 

8 

22 

17 

8 

0 

7 

/ 

5 

6 

3 

Wrfl 

Poor . 

•1 

1 

lr.c. 

25-0 



23-6 

11*8 

10-3 

12*1 

11*6 

8-3 

8-6 

12-8 

it-i 


Table XXYIT. 


Distribution of Houses According to Cost and Ventilation. 


Approximate cost. 
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I 

Cost In ltupces | 
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— 100 

—200 

—500 

—1000 

1000 + 

Infer- 

Total. 




—26 j 

Bri 





matlon. 




rxo. 

|H 

6 

13 

41 

13 

14 


1 

181 
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f 

L p.c. 


11*4 

10-7 

24-1 

12-4 

22-2 

911SH 

33-3 

26-8 



f No. 

m* 

26 

36 

106 

82 

40 

41 

1 

SS7 

-Inadequate 

.* 

Lp.c. 

Bfl 

56-8 

44-9 

61-8 

78*1 

73-0 

30-0 

33-3 

67-6 



f No. 

ii 

14 

30 

24 

10 

3 

1 

1 

#4 

(Coat 

.4 






1 







lr.c. 

64-7 

31-8 

38-5 

14-1 

fiillLfI 

4-8 

0-9 

33*3 

16*1 


Total 

17 

44 




63 

105 

3 

688 


Lighting. — We have used a more objective method of estimating the 
condition as regards light (vide key). Generally speaking, the rooms are 
fairly well lighted 22 per cent, being good, 61 per cent, moderately and only 
16 per cent, poorly lighted. No definite relationship between the amount 
of light admitted into the rooms and the number of inmates in the house can 
)je observed except in those in which the number of occupants is over 20, 
where the lighting conditions are good. 

In respect of lighting the houses costing above Rs. 600, especially those 
worth more than Rs. 1,000 are definitely better than others (vide Table 
XXV III). These are probably pucca (brickbuilt) houses. 

Table XXVIII. 


Distribution of Houses According to Cost and Condition of IAghting. 

Approximate cost. 


• - - • 

Lighting. 

• Cost In ltupces. 

. Total. 

—500 

- 

-1000 

1000— 

' 

* 

No. 


No. 

Percent. 

No. 

Percent. 

So. 

Percent* 

JGond 

• • • 


14-0 

14 

22-2 

m 

55-2 

130 

22*2 

Moderate 

• • • • 


64-3 

47 

74-0 


42*0 

369 

61*4 

(Poor 

• • * , 


21*7 

2 

3-2 

■1 

1-9 


16-4 

- 

/ Total 

416 


63 


108 


683 

100-0 
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Dampness . — Information regarding dampness of the floors and of the roofs- 
is contained in Tables XXIX and XXX respectively. It will bo seen that 
while in nearly 60 per cent, of the houses the floor is moderately dry, the leakage* 
of the roofs is pretty frequent (56 per cent.). Xot many houses can claim 
good dry floors which are necessary for the maintenance of health. ^ These 
defects are however closely associated with the low cost of construction for, 
over 54 per cent, of the houses costing Rs. 1 ,000 or more have dry floor and 
over 97 per cent, of them have non-leaky roofs. 

Table XXIX. 


Distribution of Houses According to the Dampness of Floors. 
Approximate Cost. 


(Cost is Homes.) 




— <jU 


iuo 

— , 

-~MH) , 

~ ' r ~ 

1UUO 

XU 

0U— 

Total. 

r.c. 

Condition of Door. 

So. 

F.C. 

So. 

r.c. 

.Vo. 

r.c. 

So. 

r.c. 

Vo. 

r.c. 

Vo. 

r.c. 

Dry . 

Moderately dry . 

Damp . 

Flooded during 
rain'. 

i! 

0*0 

5 

03 

3 

4*7 

s 

7'0 

13 

20 3 

£7 

54-3 

01 

16-8 , 

1 

46-3 

30 

m 

ns 

oa-o 

76 

7-4-9 

43 

07-2 

45 

42-0 

340 

60-7 

20 

34-4 | 

20 ! 

32-0 

42 

2i-n 

17 

10-2 

6 

12-5 

3 

20 

120 

io-o 

10 

17-2 ! 

0 

11-4 

a < 

3-0 

2 

1-fl 

H 

00 

O 

00 

27 

4-8 

Total • | 

t 

5ft 


70 


160 
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L» 
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! 


6S0 
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Tabus XXX. 


I>istribulion of Houses According to the Leakage of Roofs atid Cost of Building ; 


Hoofs. 

-25 

—50 

—100 

—250 

—500 

—1000 

1,000— 

Total. . 

Good order .... 

1 


13 

48 

44 

43 

103 

SIS 

leaky 

16 


05 

121 

61 

21 

3 

32$ 

Percentage of leaky roofs . 

03-8 

1 

1 86-0 

83-3 

71-0 

5S-1 

32-S 

2-8 

55-6- 


Furnishing.— -House, furnishings are poor. They are striking evidence 
of the low standard of living. Thirty-six per cent of the houses have nothing 
hnt floor to sleep on. In 41 per cent, of the houses wooden beds are available 
for some members, and only in 22 per cent, wooden beds or other type of beds 
are provided for all. Exclusive use of metallic utensils is limited to 0-5 per cent., 
of the houses. Generally both metallic and earthen-ware vessels are used 
for cooking (72 per cent.), and in 27 per cent, of the houses only earthen, 
pots are used for cooking purposes (see table XXXI). 


Table XXXI. 

Distribution of Houses According to Furnishings and Cooking Utensils. 


FurnMitngs. 

Cooking utensils, j 
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1 . 
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Bat harbourage. — The evidence of rat harbourage may not be always easy 
to observe and may be missed by inexperienced investigators. Tn the present 
survey the instructions given in the key and also personally to the investigat- 
ing parties should have helped them to discover it. The results of observa- 
tions are contained in Table XXXII, from which it is seen that all but few 
houses harbour rats. Unlike other factors considered above, rat harbourage 
is not directly related to the value of the building. As an antiplague measure, 
considerable success has been achieved in countries like Java, by improving 
housing conditions with a view to making them rat-proof. In this community 
these rodents may constitute a source of SahnoneVa infection. It would 
thus appear that planned improvement in house construction is required, 
if this objective is to be achieved. 

Table XXXII. ' . 1 

Distribution of Houses According to Bat Harbourage and Clbst of the Building. 
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harbourage. 

(Cost In rupees.) 

No 

infor- 

ma- 
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Total. 

- 

-50 

— 

100 


250 

- 

-500 
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B3 

Ko. 

m 
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m 
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r.c. 
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P.0. 
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m 

03-4 

m 

08-7 
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UO-4 


08-1 

m 

oa-8 


90-5 

3 


Absent 

m 

6-6 

B 

■ 

1 

0-6 

1 

1-0 

* 

6-2 

§s 

0-5 

0 

^ ■ 

Total 

61 



■ 

1GQ 

_ 


105 


65 


S3 

• 

.3 



p.o. 


ac-3 

3.7 


Table XXXIII shows that not even 6 per cent, of the kitchens fully satisfied 
our workers, and as many as one third of them were considered frankly bach, 
Much, therefore, remains to be done to improve the condition of this vital 
part of the house. A progressive imporvement in the condition of the kitchen 
was, however, noted as the money value of the house increased. These 
observations relate to the genera) appearance of the kitchen. Further details 
may be of interest. 


Table XXXIII. 

Distribution of Houses According to Cost and General Condition of Kitchen. 
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No 


r 
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of 

. kltcben. 
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B 

0 
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5 
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14 
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28 

4-0 
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21 
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30 
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44 
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85 
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3 
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35 
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37 

50-0 

63 
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> i-J. 
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\ 
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14 
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6 
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0 
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66 


74 
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a 
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63 
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3 
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were moderately clean in two-third of the houhes/ thb'rest were dirty. 
Cleanliness of the kitchen was also related to the cost of Construction of the 
house as may be seen from Table XXXIV. * 



































Tabu; XXXIV. 

Cleanliness of the Kitchen According to the Cost of Construction of the House . 
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Protection from flics. -One of the most important considernt ions in the 
sanitation of kitchens is the arrangement made for the protection of food 
from flies. Only 17 or 3 per cent, houses satisfy the requirements. Exposure 
of food to this unclean insect is almost universal and even otherwise (dean 
kitchens arc not exempt (vide Table XXXV). Xone or the 131 houses costing 
less than Its. 100 to build have protected kitchens. In the remaining 43S 
houses the cost of construction of which ranged between 11s. 100 and 11s. °] ,000 
oi .more only. 17 exclude flies from food. \Yc believe that it is a matter of 
considerable importance to organise anti-measures against alimentary infec- 
tions. While much emphasis is rightly placed on satisfactory disposal of 
|mman faeces, specially in respect of their exposure to flies, enough attention 
has not. been paid to the question of protection of food from flies. This mnv 
prove to be of equal value as a measure against the dissemination of bowel 
diseases. As there arc hut few confectionary shops in the villages kitchens 
constitute the main place of storage for cooked food. 

‘ . Table. XXXV. 

Distribution of Houses According to Approximate Cost nnd Food Protection 
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A satisfactory outlet for smoke is distinctly a matter of convenience and 
-comfort for the housewife. Nearly 45 per cent, of houses have satisfactory 
kitchens in this respect. Without burdening the report with numerical 
data, it may be stated that the possession of this convenience is also related 
to the cost of building. 

Another important factor in keeping the kitchen tidy and comfortable 
is the drainage of the floor. Less than 7 per cent, of the houses have satis- 
factory kitchens in this respect Here, again, relation between the cost of 
building and drainage of the floor may bo observed. 

Private facilities for bathing and washing : A pond or doba is almost 
as much a part of the house and almost equally desired as the sleeping room 
an a Bengal village house. The visitor cannot help noticing how great a uso 
the housewife makes of the pond adjacent to her house, however suspicions 
looking the water may be. It is used early in the morning for ablutions 
after defneention. and that explains the accumulation of faecal matter not 
far from the tank. The busy housewife uses a comer of the pond for washing 
herself and the clothes as well as for cleansing the utensils and for soaking 
rice and dal and for carrying water to the kitchen. It is not surprising that 
private facilities for bathing and washing should be practically non-existent 
in the village bouses. Only 2 per cent, of the houses have adequate private 
facilities for bathing and washing and 94 per cent, of them have no facilities 
at all (sec Table XXXVI). It will take a Jot of persuation to induce people 
to have adequate private facilities for bathing and washing. 

Table XXXVI. 


Dislribuliori of Ilouses According to Private Faciliiicsfor Bathing and Washing. 


— 

Not* 

available. 

Inadequate. 

Adequate 
nml used. 

Adequate 
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Total. 
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11 

1 
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0-2 
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, TFafcr supply : The tubcwell as a source of drinking water is rapidly 
catcliino; the imagination of the puopie ( ea photo 11) and there is a definite 
demand for more and pujro tubewells. Nearly 96 per cent, of the households 
use tubcwell water for ' drinking purposes. However, quite an appreciable 
number (2-7 per cent.) stili ; ui<e unreserved tanks. .Surface wells, river wntor 
•and reserved tanks constitute other sources of drinking water but households 
using these sources put together constitute only 1*6 per cent, of the total. 
With a little encouragement and education all but negligible proportion of 
the population should become tubcwell .minded. However, as has been 
observed -in a recent investigation, this measure in itself will not prevent or 
even materially reduce the incidence ■ of bowel disease, so' long as the 
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■ c in a mimit ivo condition, as at present. (See 

environmental sanitation remains « 1 

Table XXXVII.) TabU , XXXVII. 


Distribution of 


Households Aceordhf lo Valor Supyhl- 



In this connection it may be ^ t] ’^ 1 m^^hWcof infection for' bowel 
of water than of anything else as the mam 0SCS| obtained from 

diseases, argue that the use of waterforho.^Vu.ldnir^ of fact? 

doubtful sources is chiefly tanks for domestic 

90 per cent, of the households T i )V 9 4 , )e r cent, of households, rcscrvccl 
purposes. Tubewell water »me onlj b) -U from labour involved 

tanks bv 1*4 per cent, and m ers ) 1 domestic requirements, there is 

in bringing 1 water from the ^'’rififll Stios ^r cooking purposes, 
a popular belief that the pond water has supeuor q I , mv(1 It may be 

Thismay be so because the tubewell "■ t • actually arises- 

worthwhile to investigate the whether doba water 

from the use of infected water for d° i ^P ^ an important; 

maintains infections for suffi ) rausimr bowel diseases. ■ 

vehicle of transmission for organisms cansi g 40 pC r cent, of 

Tube wells. — Table XXXVIII -bowB lJat aid percent., 
the houses are 200 or more yards nwaji 0 f the houses are fortunate 

are between 50 and 200 yards Only about 9 per c< . J ■« Bc it that apart, 

in having tube-wells withm 10 yards It is tbfiWHOT e ^ tubewdl . 
from other considerations the housewife mus p tubewell water 

very near the house before she could be m^f q0 tO Qe ^ o fthehous^ 
for her domestic use. It is satisfactory no » 0 • P in d order at the 

obtained their water supply from tubew ells which 8 . that the, 

time of the survey and only 0-o per cent, of the house, comp 
wells were not in working order. 

Table XXXVIII. 

DMbuUon of Bourn loooMu, - »« the Beumt Tuto-Wea. 
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The survey included a detailed investigation of the condition of the tube 
wells and their surroundings. Prom the analysis given in la e 
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it will appear that over 80 percent, of the tubewells have good aprons, in. 
nearly 11 per cent, the apron is not satisfactory and nearly 9 per cent, of them, 
have no aprons. The importance of apron is enhanced by the fact that 58* 
per cent, of the tubewells have inadequate leadaway drains and nearly 12 
per cent, have none. On the other hand, the 6 surface wells are all open, two* 
of which have good casing and good parapet and the other 4 bad casing and 
bad parapeti Only one well has good leadaway drain, three have unsatis- 
factory drains and two have none. In three instances common bucket is 
used and in two water is drawn from individual buckets. In one instance, 
the well is liable to pollution from a latrine. 

Table XXXIX. 


Distribution of Houses According to the Condition of the Apron and of the Leada- 
way Drains of the Tube-wells Nearest to Them. 


Leadaway drains. 

Good. 

Aiiron. 

Dad. 

Sll, 

No 

Information. 

Total. 

Percentage.** 

Adequate - . 

357 

3 

0 

1 

mm 

30-2 

Inadequate . 

271 

41 

11 

3 

^^9 

530 

Nil ‘ . 

22 

■a 

27 

0 

00 

11*7 

No information . . 

2 

mm 

o 

23 

27 

’ 

Total 

432 

01 

40 

27 

S89 


Percentage* . ! 


10-0 

8-7 



1 


* Percentages are based on those for which information is avnilnbio. 


Tanhs . — All but 11 of the 560 unreserved tanks for which information, 
is available are obviously liable to contamination. The amount of water- 
in the tanks is insufficient in 38 per cent, available in season only in 10 per cent., 
sufficient in 30 per cent, and abundant in 22 per cent. As one would expect, 
nobody boils or otherwise treats drinking water, whatever be the source of' 
supply. 

Latrines . — There is no latrine in 93 per cent, of the houses. The latrines- 
are mainly of bucket type, these being 31 out of a total of 38 ; one is a pit- 
latrine and 6 are bored-hole latrines. Subsequent surveys would show 
how much success has been achieved in popularising the bored-hole latrine- 
which at present is believed to be the best solution of the problem in rural" 
Bengal. Small though the number of latrines is, the households in which, 
they are provided do use them except in a few instances (see Table XL). 
However, a visit to some of these latrines gives little satisfaction because one-, 
finds more excreta round about tile latrines than in the latrines themselves. 
This is not surprising because most 'of them are used beyond their capacity. 
The drainage in their neighbourhood is unsatisfactory in as many as 31 of 
the -36 latrines for which information is available. In the case of the 7 bored- 
hole and pit latrines the question of removal and disposal of nightsoil does* 
not arise.-' Of the 31 bucket latrines, 26 have private arrangements for removal 
and disposal, the faeces being buried in 25 cases .and scattered in the -fieldl 
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in one instance. Of the 5 latrines, which are served by public agency the 
faeces are buried in 3 cases ; they are indiscriminately thrown away in one 
case, and are scattered in the field in the other. On the whole, it may be 
aaid that in the private-owned latrines the disposal is satisfactory but the 
same is not true of those served by public agency. On the other hand, condi- 
tions regarding liquid refuse, where it is separately dealt with, is unsatisfactory 
in 18 instances, and satisfactory in 2 cases. In the other 18 instances the 
question does not arise either because the liquid excreta finds its way into the 
bored-holes or the pit, ot it is removed in the bucket along with the solid 
manure. 

Table XL. 

Latrines, Soil-pollution and Accessibility of Faecal Matter to Flies. 



Of the 31 bucket latrines for which this information is available moBt of 


them are used beyond their capacity. Thus 4 serve between 4 and 8 persons 
per seat and 7 others more than 8 persons. Naturally such latrines can 
hardly be popular. Of the 6 bored-hole latrines, 4 are used by less than 4 
persons each, one by more than 4 persons and 1 by more than 8 persons. 
Only 8 out of the 31 bucket latrines were found clean inside. It is rather 
-disappointing that 5 boied-hole latrines were dirty. Unless the latrines are, 
or can be, kept clean they would never be popular and the old practice of 
easing in the fields will continue with justification. How the latrines could 
be kept clean and by whom is the problem. Could we look up to the training 
which the children may receive at school, if indeed they do receive it, for the 
proper use of latrines in future, or there could be some other method of training 
people ? Whatever may be the solution this problem should earnestly engage 
the attention of the administrator if real advance towards the sanitary control 
for human faeces has to be made. 


Cattle . — Over 37 per cent, of houses keep no cattle, 43 per cent, have separate 
sheds for the animals, 19 per cent, accommodate cattle inside the house and 
1 per cent, keep them both inside and outside. About two-thirds of the places 
where cattle are kept are unsatisfactory as regards cleanliness. 

Poultry keeping is not. at all popular. As few as 59 households keep 
the birds, and of these only 7 have controlled runs, in other cases the fowls, 
etc., go about uncontrolled. Pig keeping is rare ; only 3 households keep 
the animals. They let them go about uncontrolled. ' 

cons idcration, the materiat of which they 
are inarlpnii-if « ° avai ^hle near at hand, arrangements for fire-protection 
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CHAPTER Til. 

• Outline of Health Indices. 

Stouman and Falk (1936) have devised an International System of * Health 
Indices ’ ■with a view to measure the health conditions in a community, to 
appraise the activities undertaken for the conservation of health of the popu- 
lation and to study the relationship of environmental factors on health. .Is 
we have observed before, these indices arc not entirely suitable for rural con- 
dition in this country. However, we have attempted to follow as far as 
possible, the outlino of indices set out by them. We hope these data will 
permit some international comparison. In some instances we have taken 
the liberty to introduce such new information as may be appropriate to 
this country e.g. rates for diseases which are of importance here but of little 
significance in European countries. 

A. Indices of Vitality and Health. 

1. Population — 

(1) Last estimate of resident pojiulation : — 62,700. 

Date : — 1943. 

Source : — Singur Health Unit records. 

(2) Growth of population — 

(а) Percentage of annual inter cnsal increase since 1900 : — Not available. 

(б) Natural increase of population since 1930 : — Not available. 

(c) School census and others special enumeration : — Total school popu- 
’ lation is 3,900 (data obtained from Singur Health Centre). * 

' (3) Sex and age distribution of population at last census : — Not available. 
Instead, the distribution of the same for the sampled population is given 
below. (All data given hereafter refer to this population unless otherwise 
stated.) 

Sample population : — 7,202 (including absentees in 68 villages). 

This is made up as follows : — 

(а) Residents belonging to the area : — 6,984. 

(б) Non-residents belonging to the area: — 74 {vide for explanation key' 

to the General Individual Schedule). v 

(c) Visitors : — 144. 

Table XLI. 

Age and, Sex Distribution of Total Sample Population. 


Ages. 

Moles. 

Fomoles, 

Total. 

No. 

P.C. 

No. 

El 


r.c. 

Under 5 

534 

14-4 ‘ 

i m 

15-7 

1,081 

16-0 

5 to 14 • * • * 

1,042 

28-1 

MEraiX 

25-0 

1, 912 

20-0 

IS to 24 » • • * 

050 

17-7 

090 

20-0 

1,352 

18-8 

25 to 44 • • • • 

987 


882 

25-3 

1,809. 

26*0 • 

45 to 55 • • « • 

254 

0-8 

214 


408 

0-6 

55 A Over .... 

241 

0-5 

275 


518 

7-2 

Total 

3,714 

•• 

3,484 

S 

7,108* 

•• 


* The ago distribution of 4 Individuals was doubtful, honco excoludcd. 
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Table XLII. 


.Age and Sex Distribution According to Residential Status of Sample Population 

Excluding Visitors. 


Itc^identla] status. 

Kales. 

Females. 

B 

— 5 



Total. 

—1 

— 5 

—15 

Best. 

Total. 

-Group I . 

. 


115 

356 

048 

1,003 

3,322 

132 

356 

772 

1,806 

3,066 

Group II . 

. 


8 

34 

| 

7:> 

202 

319 

10 

28 

61 

178 

277 

Group III 

• 

• 

0 

1 1 

o 

3 

S 

1 

1 

7 

0 

IS 

-■Group IV . 

■ 

• 

0 

1 1 

3 

20 

24 

1 

5 

8 

12 

26 


Total 

• 

123 

312 

1,028 

2,128 

1 

1 

3,071 1 

144 

300 

848 

2,005 

3,387 

'.Percentage distribution 


3-3 

10 7 

n 

58 0 

100 0 j 

M 

11-5 

25-0 

30 2 

100-0 



— 












XOTE.— The health indices do not include age and sex distribution according to residential status. 


Of the residents 52 per cent, are males and 48 per cent, are females. The 
■disparity between the two sexes is difficult to explain, but it is in conformity 
with the Bengal experience of 1941 census. Remale infants outnumber 
the male which is probably due to higher mortality rate amongst the latter. 
Amongst the visitors, the females predominate, being twice the number of 
the males. This is because, the visitors include married daughters visiting 
'their parents’ together with their children. 


(4) Population by nativity and race : — All Indians. 

(5) Women of child bearing age — 

(а) Women 15 to 44, in percentage of total population : — 22. 

(б) Percentage of women, 15 to 44, who are married : — 99. 

(6) Size of family according to number of children : — Not available. 

“II. Natality — 


(1) Marriages per 1,000 population Not available. 

(2) Natality and fertility — • 

(а) Live births per 1,000 population' during the year 1943 42-6. 

(б) Live births per 1,000 women of ages 15 to 44 : — 195. 

(c) Legitimate live births per 1,000 married women 15 to 44 : — 197. 

(d) Illegitimate' live births per 1,000 unuiarried women 15 to 44 : — None, 

(c) Gross Reproduction Rate : — 2-94. ' 

(/) Net Reproduction Rate : — 1-13. " , 


'III. Still-births, Infants and Maternal mortality— 

(1) Stffl-birtta per 1,000 total births :_S2. Neonatal mortality (under 1 

^"ffeSba 1 ;^ : - 75 ' I 1 ' 12 — 


I 

(2) Causes of still-births and infant mortality— ‘ 

UA Censes of^inf £ er total births. Prematurity: — 15 . 

(b) Causes of infant mortality per 1,000 live births. (See Table XLIII). 
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Table XLIII, 

Infant Mortality by Causes. 


— 

Under 1 month. 

1 — 12 months. 

Total. 

y timbers. 

Hate. 

V 


Hate. 

ambers. 

Hate. 

Asphyxia Nconntornm 


3 

10 

■ 

0 

3 

10 

■■Congenita] debility fc malformation 


■ 

3 

I 

0 


3 

Cholera 


111 

O 

• m 

3 

Hi 

3 

Diarrhoea and dysentery . 


■j 

3 

5 

10 

I- 

20 

•Other fevers .... 



3 

3 

10 

■mm 

13 

Malaria 


Hi 

3 

2 

HI 

3 

10 

Miscellaneous .... 


i 

13 

;v* 0 

1 3 

10 

33 

Prematurity .... 


0 

20 

m 

hi 

9 

is 

Tetanus 


3 

10 

hi 

Hi 

3 

10 

Typhoid and paratyphoid 


0 

0 

2 

■ 

2 

*• 

i 

Total 

* 

23 

■a 

10 

02 

42 

137 


(3) Miscarriages, still-births, and neonatal mortality among cases under 
.prenatal care — 

(а) Miscarriages per 1,000 cases under prenatal care ; — There were no 

miscarriages among the 46 deliveries for which antenatal care was 
not considered adequate according to the definition adopted. 

(б) Still-births per 1,000 total births : — None in the above cases. 

(c) Neonatal deaths per 11,000 live births — 66*2. 

* . * l * . 

(4) Maternal mortality per 1000 total births : — 

Eclampsia : — 3*1 . 

Unknown or ill defined : — 9*5. . , 

i i '» » 

Total : — 12*6. 

« * 4 • * * * 

(5) Mortality due to abortions per 1,000 total births : — None. 

iV. General mortality and came of death — . 

t 1 i 

f 1. General ■ death rate for 1,000 population (corrected for re, 

^idence)j:~23‘7. 

1 

2. Standardised death rate (on the 1 basis of Bengal Population) : — 20*8. 

3. Specific death rates by sex and age ' : 
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Table XLIV. 

Specific Death Dates by Sex and Age. 


Agra. 

JMcft. 

1 emales. 

Total. 

No. 

of 

deaths. 

No. 

of 

people. 

Rate. 

No. 

of 

deaths. 

No. 

of 

people. 

Rate. 

No. 

of 

death;. 

No. 

of 

people. 

Rate. 

X— 1 

, . 

. 

21 

103 

52 

11 

300 

28 

32 

799 

40 

i — 14 


. 

4 

1,012 

4 

6 

870 

in 

10 

1,012 

i 

IS— 24 


. 

8 

Oof) 

12 

8 

096 


10 

1,352 

IS 

26—44 


. 

17 

067 


m 

SIS 

B 

20 

1,800 

It 

46—64 


. 

9 

231 

35 

■m 

214 

■9 

10 

464 

21 

66— 


* 

19 

211 

7U 

12 

HI 

44 

31 

610 

60 


4. Principal causes of death per 100,000 inhabitants : 


Table XLV(h). 

Principal Causes of Death per 100,000 Inhabitants — MALE . 


Dlseaaca/ago 

1—1 

5—14 

IS*— 21 

25—54 

654- 

Total. 

Malaria 

1,737 

96 


■M 

2,490 

566 

Dysentery A diarrhoea 

1,241 

96 



416 

404 

Cholera 

248 

0 

305 

1 

416 

183- 

Other fevers 

49G 

96 

0 

BO 

O 

101. 

Pneumonia 

0 

0 

152 

1 

1,245 

161 

typhoid sod paratyphoid 

490 

0 

0 

m 

O 

108 


Table XLV(&). 

Principal Causes of Death per 100,000 Inhabitants— FEMALE. 


Dlaeasesfage. 

l^t 

6—14 

16-24 

26—64 

16+ 

Total. 

Malaria 

753 

mm 


276 

727 

373 

Diarrhoea St Dysentery . 

758 

■9 


184 

364 

28T 

Cholera 

768 

Bo 

144 

12 

0 

144 

Other fevers . . , t 

Child birth . 

253 

■p 

0 

0 

364 

M 

— 

0 

mm 

431 

0E 

0 

116 
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V. Morbidity — 

1. Epidemic diseases* — 

(a) Cases per 100,000 population. — 

(а) Typhoid and paratyphoid fovcrs 626 

(б) Diphtheria 15 

(c) Scarlet fover Nil. 

(d) Cataract 61 

(e) Chicken pox 244 

(/) Cholera 336 

(g) Diarrhoea and dysentery 3,770 

(h) Ear disease 76 

(») Fevers, others 1,350 

(j) Influenza 580 

(&) Leprosy 92 

(!) Malaria 25,880 

(f») Measles 4,167 

{«) Miscellaneous 2,641 

(0) Mumps 61 

(p) Pneumonia (influenza & pneumonia) 580 

(</) Puerperal fover 107 

(r) Rheumatic fever 183 

(a) Scabies 122 

(1) Skin and other diseases 244 

(tt) Tuberculosis of the respiratory system 107 

(v) Venereal disease 107 

(to) Heart disease 76 

(x) Liver disease 76 

(y) Nephritis and other disoaso 92 

(z) Nervous disease 61 

( 1 ) Smallpox , 122 

' (2) Asthma 290 


* Note. — Except cholora and smallpox — cases are not notified but tbo Information is based on data obtain*. 
«d during tbo survey for 1013. 

(&) Case-rates per 10,000 population at each age group : — 

Table XL VI. 


Case Bates for Principal Diseases per 10,000 Population by Age Group. 


Diseases. 

Under X 

1—4 

5—14 

15 & above. 

Total. 

No. 

Bates. 

No. 

Bates, 

No. 

Bates. 

No. 

Bates. 



Valeria 

11 

418 

100 


650 

8,171 

030 

2,407 

1,090 

2,580 

Diarrhoea and dysen- 
tery. 

10 

722 

61 

COS 

41 

233 

180 

358 

247 

377 

Pneumonia 

m 

38 

6 

08 


28 

28 

74 

so 

00 

Influenza ... 

E 

38 

2 

27 


02 

25 

00 


’ 00 

Heasles 

17 

040 

100 

‘1,450 


720 

22 

68 

273 

417 

Cholera 

0 

0 

2 

27 

8 

45 

12 

82 

22 

34 


SOte^— -D iphtheria, soarlot fever and acute poliomyelitis mentioned In tbo list are not diseases ofloeal 


D 
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(c) Case-mortality rates per 100 oases : — 

Table XLVII. 


Gasc-mortalily Rates for Principal Diseases per 100 Gases by Age Group. 


Dlicasoa. 

Under 1 

1—4 

6—14 

IS A above. 

Total. 

Malaria .... 



■a 

6-0 

0-7 

1*8 

2-0 

Diarrhoea and dysentery . 



iKiy 

13-0 


6-2 

O-S 

Pneumonia 



0 

0 


200 

18-0 

Influenza .... 



0 

0 

Hs 

O 

O 

Measles .... 



0 

0 


0 

O 

Cholera .... 



lOO'O 

00-7 

■D 

300 

38-7 


2. Venereal diseases No information. 

3. Tuberculosis : — No notification arranged and register not kept. 

4. Occupational diseases : — Does not arise. 


5. General morbidity (from Health. Insurance data) :—See V 1 (a). 

6. -Results of school medical examination : — Percentage of school children 

examined found affected.* 


Organ or defect 

Percentage. 

Organ or defect. 

' 

Percentage. 

Defective sight .... 

1-0 

« 

Heart disease .... 

0-3 

Defective hearing .... 

0-5" 

Pulmonary disease 

0-3 

Defective teeth .... 

3-3 

Undernourishment 

48-1 

Diseased tonsils .... 

37-0 

Pedleulosls 

30-7 

enlarged glands .... 

20-6 

Posture and light during reading and 
writing. 

85-1 


•Sea table OLXXX, Chapter XI. for corresponding data obtained by School Iloalth Service. 

*- 1 


VI. Invalidity — 

* 

Incidence'by sex and age : 

'<}) fraom in Kceipt of mjnlidilieiBion -.-Dois not arise. 

P) rrincipal eaufles of invakty jlLm Iamaac data) Rate per 10,000 
■ mated at each age -.-No information. 

m Physical defect, -.-Kate pet 16,000. 
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« Table XLVTII(a). 

Physical Defects by Age Group — Rate per 10,000 — MALE. 


— 

.Under 1C 

15—24 

25 — 14 

45 — 55 

56+ ' 

Partially deaf . 




SC 

15 

101 

118 

207 

■Completely deaf 




0 

0 

l 

0 

O 

0 

Deafmuto 




18 

0 

0 

0 

0 

Partially blind . 




10 

0 

51 

157 

209 

Completely blind 




0 

0 

0 

30 

41 

Loss of limb 




25 

50 

01 

70 

207 


Table XLVII1(6). 

Physical Defects by Age Groups — Rate per 10,000 — FEMALE. 


— 

Under 15 

15—24 

to 

1 

rf* 

WSM 

55 

Partially deaf . 


. 

, 

14 

0 

0 

uo 

25.-| 

Completely deaf 


• 


0 

0 

0 

0 

30 

Deaf mute . 


. 


0 

0 

11 

0 

0 

Partially blind . 


• 


21 

0 

23 

0 

21S 

-Completely blind 


• 


0 

O 

11 

0 

145 

Loss of limb 


• 


21 

• O- 

11 

47 

143 


VII. Insanity and Mental Defects : — No information. 

VIII. Alcoholism and Drug Habit — 


' - Bates per 10,000 inhabitants. . 

Mate Female 

Alcohol ........ • 3,300 . ,0 

Opium , • ....... 1,700 1,300 

IX. Accidents — 

(1) Reported under the Workmen’s Compensation Law : — Does not arise. 

. (2) Automobile accidents : — Nof.inforn;ation. ’ 

X. Suicides and Homicides — % ... 

Suicides— ■' j* 

(1) Deaths per 100, 000 inhabitants;: — 16. :?7bata obtained from chouki- 

dars* Return.) - ' y' 

Homicides — 1 -:i<' 

(2) Deaths per 100,000 inhabitants::-^.^!. 

HI. Examination of Physical Fitness — *, 

.(1) Examination for military conscription ?: — Does hot arise. 

.(2) Examination for insurance! — No information^ - 
.(3) Other physical examinations Not done; • 


i)2 
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B. Indices of Environment 

I, Climate— 

(1) Temperature— 

(a) Mean annual :—74*9°F. 

(b) Highest and lowest monthly mean : — 9S*7°F. and 52*9 F- 

(2) Rainfall— 

(а) Annual : — 64-2" (For 1943). 

(б) Seasonal maximum 17*7" (July). 

(3) Relative humidity — 

(a) Mean annual 80 per cent. 

(4) Hours of sunshine : — No information. 

(5) Velocity of wind— 

(a) Mean annual :— No information. 

II. Topography and Density of Population — 

(1) Mean altitude above sea level 30 ft. 

(2) Distance from salt water : — 7 miles (from tidal river). 

(3) Nature of soil and subsoil : — Alluvial (clayey and sandy). 

(4) Density of population per square mile of population : — 1,900. 

HI. Social and Occupational Distribution of Population — 

(1) Percentage distribution of occupied population : — 

(a) Percentage of population over 15 of each sex engaged in gainful 
occupation (not women at own housework) Males 93*5, Females 
4*5. 

(< b ) Percentage of families having home-maker (wife), gainfully 
' employed : — 7. 

(c) Percentage of children of 14 or 15 gainfully employed : — 38*9. 

(d) Percentage distribution of gainfully occupied persons for each sex :— r 

Ste (Table XLIX) below. 

Table XTVDT 


Percentage Distribution of Sample Population According to Occupation and Sex. 


Occupation. 

Males. 

Females. 

No. 

P. 0. 

No. 

P.C. 

liberal profession ..... 

43 

2-3 

0 

0 

Landlord 

7 

0-4 

2 

a-8 

Shopkeeper 

130 

7-2 

4 

4‘T 

Artisan ...... 

84 

1>B 

0 

0 

Cultivator 

1,170 




61-9 

0 

» 

Transport labour 

a 

0-4 



0 

. 9 

Industrial 

100 





57 

15 

17-4 

Others .... 

387 



20-4 

65 

75-0 

Total 

1,900 

,, 

80 

*9 


Iho rest in cither at home or at School. 
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' XV. Cultural level — 

(1) Percentage of illiteracy over 10 years of age : — 76*7. 

(2) School attendance per 100 children of each age : — 

7 to 13 years inolusivo 23*8 

14 to 16 years inolusivo 15-2 

16 and 17 years inclusive 7-8 

18 to 20 years inclusive 2-8 

(3) Newspaper circulation per 100 inhabitants : — No information. 

(4) Volumes in public libraries per 100 inhabitants: — No information. 

V. (1) Population distribution by income classes : — Not worked out. 

Instead, the distribution of the sub-sampled population by average annual 
-expenditure on consumption per capita is given below (Table L). 

Table L. 


Average Annual Expenditure Per Capita on Consumption Side. 


— 

—100 Its. 

—150 Its. 

—200 Us. 

—250 Its. 

m 

Ho. of families 

65 

185 

153 

74 

4» 

Percentage) 

10-7 

30-1 

20-9 

14-G 

8*8 


(2) Distribution of homes by . ownership or rentals : — No information. 


VI. Illegitimacy and Prostitution — 

(1) Percentage of illegitimate births : — Nil. 

(2) Measures for abolition or control of prostitution i—Nil. 

VII. Housing — 

(1) Nature of available housing. 

Percentage distribution of houses by type 

One family house : — 805. 

Two family houses : — 11*7. 

Three or more family houses : — 7*8. 

(2) Density of inhabitants per room : — No information. 
Instead, distribution of houses by floor area is given below : — 



No. 

L\C, 

— 36 aq. ft. per hoad 

. 305 

67*2 

36 — sq. ft. per hood 

. 155 

' 26*4 

42 — aq. ft. per head '. 

. 21 

3*6 

60 — aq. ft. per hoad 

. 17 

2*9 


(3) Over-crowded dwellings : — See VII (2). 

(4) Percentages of dwellings provided with separate water closet : — Nil. 

(5) Percentage of dwellings provided with individual bathrooms : — 
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Instead percentage of dwellings with private facilities for washing and 
bathing : — 6*6. 

(6) Percentage of dwellings provided with central heating : — Nil. 

(7) Percentage of dark and semi-dark rooms (not counting bath- 

rooms) : — 

16-4. 

(8) Percentage of house partly or wholly below street level: — Nil. 

(9) Percentage of population living in : — 

(а) Hotels :—Nil, 

(б) Lodging houses : — Nil. ' < • 

(c) Institutions : — Nil. 

(10) Percentage of dwellings constructed since 1920 : — No information. 

(11) Population of city area which is not built up : — Does not arise. 
Vin. Nutrition — 

(1) Consumption per capita of certain articles of food' (per day) — 

(a) Cereal products : — 18 oz. 

(b) Meat, poultry, eggs and fish : — 1*44 oz. 

(c) Milk and milk products : — 1*44 oz. 

((?.) Vegetables and fruits :~7 oz.' 

\ (e) Sugar, fats and others : — 0*96 oz. 

(2) Percentage of School children found under-nourished : — 48-1. 

(3) Other available indices of under nourishment : — For the whole sampled 
population 43*2 per cent, are under-nourished. 

Per capita consumption of/alcoholic beverages, tobacoo and narcotics 
Not available. 

C. Indices of Administrative Activity. 

These data relate to the whole of the present Health Centre Area for 1943, 
only a part of which was included in the old Health Unit Administration 
I. Community expenditure on sickness and Public Health — 

(1) Expenditure, actual and per 1,000 inhabitants 

(а) On public health : — Rs. 25,000 (Singur and Balarambati). 

Rs. 28,000 (For all the 4 Union Boards). 

For 1,000 population. 

Rs. 926 for Singur and Balarambati. 

Rs. 447 for all Union Boards. 

(б) On. medical .care : Rs. 8,% (Actual) : Rs. 141-11-0 for L000 popu 

lation. f V- ' ; ' 

(c) Industrial hygiene :—Nil. * ' '.s 

i) Sewage and Refuse disposal : — Nil 
(e) Other items l— No information. 

(/) Capital expenditure :~Nil. 
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II. Health personnel — 

(1) In community service : — 

(а) Public health work : — 

Physicians : — 1 M.O.H.+1 A.M.O.H, ((Lady doctor). 
Dentists : — Nil. 

Nurses : — 3 (Health Visitors). 

Inspectors, etc. : — 2. 

Other personnel : — 1 Malaria Supervisor. 

Other professional : — 4 (Midwives). 

(б) In hospitals and similar institutions : — 

Physicians : — 4. 

Pharmacists : — 1 (Compounders). 

Nurses : — 2. 

Other professional : — 1 (Dresser). 

(2) Total of persons exercising health professions : — 


Physicians (qualified) 

Dentists . . , 

Pharmacists (Compounders) 

Nurses (Health Visitor) . 

Midwives (trained) . 

Dais (trained) 

Other professional — 

Unqualified doctor 
Untrained dais . 

(3) Qualifications of Health Officer : — M.B., fifrP.H. 

III. Vital Statistics — 

(1) Correction for residence : — ^ V 

(а) Axe births, still-births and deaths of non-residents and particularly 

those occurring in hospitals and other institutions excluded from 
the statistics ? — Yes. 

(б) Are reports of all births, still-births and deaths of residents occurring 

elsewhere regularly received and included in the statistics ? — No. 


Numbors. Rato por 10,000 . 


• 

m • 

0 

1-6 

a 

• i 

Nil 

00 

. , 

• * 

8 

1-3 

• 

• • 

3 

0-6 

• 

• « 

4 

0-6 

* 

• % 

V 

18 

2-0 


a ^ • 

48 

7-G 

\ • 

it 

17 

2-7 


(2) Verification of certificates : — 

(а) Is the registration of births, still-births and deaths compulsory and 

within what time-limit^? — Yes— Within 8 days next after a birth 
-or death. ^ , J ' 

(б) Is the issuing of a burial 'permit-dependent upon registration ?— No, 

(c) Are the certificates systematically checked for completeness and 

reconciled-before being filed ?r~Does not arise. 

(d) Are deaths under 1 year checked.’against birth certificates ?— Does 

not arise. ' s " ' 

* 

(e) Are deaths from notifiable diseases checked against ’case reports ? No. 
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(3) Verification and tabulation of cause of death 

(c) Percentage of deaths medically certified:— Does not arise. 

(b) Percentage of deaths in case of which an autopsy was made 

(c) Is the medical statement of cause of death confidential ?— No. 

(d) Is an enquiry made into all causes of death insufficiently specified 1— 

No ( except in medicolegal cases). 

(e) Percentage of deaths appearing in the statistics as unknown or ill- 

defined : — 16-3 per cent, recorded as ‘ all other causes. * 

v ‘f) Percentage of deaths over 65 appearing in the Statistics as due to 
senility — Nil. 

(g) Axe the deaths classified by cause according to the detailed]! Inter- 

national List of causes of Death— No. 

(h) Are cause of death tabulated by age for each sex ?— Yes. 

(i) Are the cause of infant death tabulated separately for the first month 

of life ?— Yes. 

(4) Reports and Graphs : — 

(а) Are annual reports over births, deaths, infant mortality and cause# 

of death issued 1 — Yes. 

(б) Do these reports contain an analysis review ? — No. 

(c) Are monthly or weekly reports issued ? — No. 

(<Z) Are graphs prepared showing the current trend of more important 
indices ? — Yes. 

(5) Population records : — 

(а) What is the inter-censal interval ?— 10 years. 

(б) Is a population register kept 1 — No. 

(c) What other complete or partial enumerations have beon ■ made ! 
Ramifies with distribution of adults and children and sex, wew 
enumerated. 

IV. Laboratory services — 

(1) Examinations of specimens of huuan origin : — 

(а) Bacteriological examinations : — 

Specimens examined— Nil (but introduced in 1944). 

Examinations per case notified — Does not arise. 

(б) Other examinations Blood and urine ; — 126. 

(2) Milk and cream analysis : — 

Specimens examined : — Two samples of milk 

(3) Examinations of other articles of food or drink : 

Cow ghee 7, Buffalo ghee 4, mustard oil 36, Atta 8, Tea 3. 

(4) Water analysis : — 

, (°) Public water supply 26. 

(b) Other drinking water Nil. 

(c) Other water Nil. 
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(6) Tests of vaccines, sera and other therapeutical products : — Nil. 

(6) Total Laboratory activity : — 

Total examinations : — No. per 1,000 inhabitants : — 4'0. 

Y. Acute Communicable Diseases — 

1. Notification. 

Cholera and smallpox only are notifiable diseases also Typhoid — (48 
cases reported). 

(2) Case investigation and recording : — Nil. 

(3) Hospitalisation. 

Percentage of notified cases investigated within 24 hours : — Nil. 

(4) Control of contacts. 

Contacts controlled (Bacterial examinations, quarantine, etc.) for each 
case notified : — Nil. 

(6) Control of carriers : — Nil. 

(6) Diagnostic service : — Nil (but introduced in 1944.) 

(7) Visits to cases : — 

Number of visits by health department and visiting nurses association 
nurses or physicians to non-hospitalised cases of: — Nil. 


. (8) Immunisation. 

(a) Number of immunisations performed — 

Smallpox 2,237 

Cholera . . , 2,812 

Typhoid » . 1 . 744 


(6) Percentage of school children vaccinated against smallpox : — 99 
per cent. 

(c) Percentage of children immunised against diphtheria : — Nil. 

VI. Venereal diseases — 

(1) Case reporting : — Nil. 

. (2) Treatment of cases : — 

Activity of public clinics : — No clinics specially for V. D. 

No. of clinics : — Nil. 

No. of inhabitants per clinic : — Does not arise. 

No. of clinic sessions per clinic : — Does not arise. 

,(3) Control practices : — 

(а) Percentage of cases reported to have discontinued treatment before 

cured : — 

By clinics : — Does not arise. 

By practising physicians : — No information. 

Percentage of such cases subsequently returned and treated Does 
not arise. 

Cases inturned for treatment : — Nil. 

(б) Probable sources of infection examined : — Does not arise. 

(4) Early detection and trend of Syphilis Does not arise. 
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VII. Tuberculosis — 

1. Tuberculosis register No register is kept. 

2 . Clinical service .-—There is no special clinic but cases are treated in 
outdoor dispensaries. 

3. Field nursing service : — Nil. 

4. Institutional care. 


(o) Facilities and treatments 



Number. 

Tuberculosis hospitals . . . 

Tuberculosis wards in general hospitals 

Sanatoria . . • • 

Institutions for surgical tuberculosis 

Prevention 

Private Institutions ..... 

. . . Nil. 

Nil. 

Nil. 

Nil. 

Nil. 

Nil. 


Otlicr Institutions — to cases (treated in outdoor dispensaries). 


(b) Special measures for children : — Nil. 

(c) Percentage of tuberculosis deaths occurring in institutions : — Does not 

arise. 

(d) Treatment by collapse therapy : — Does not arise. 

VIII. Other diseases — 






Other dlsc.a«cs. 


| 

Cancer, j 

Heart 

ill'casc. 

Pneu- 

monia. 

Malaria. 

Diarrhoea 
.L- Dysen- 
tery. 

Cholera. 

■ 

Typhoid 

I 4 Para- 
typhoid. 

Diagnostic scrvlco . 

■ 1 

■ 


yn. 

Kit. 

Kit. 

KB. 

Raising cue . . . 




xu. 

Kit. 

XU. 

KB. 

Bomber of cases hospi- 
talised. 

B 

B 

0 

VI 

18 

XU, 

9 


IX. General Public Health Nursing : —Nil. 

X. Maternity Hygiene— 


1 . Prenatal care : — 


(a) Number of prospective mothers receiving home nursing supervision : — 

i;325. 

Bate : — Per 100 total births : — 69-5, 

(b) Number of nursing visits to home ; — 3,114. (Prenatal visits by mid- 

wives, 5,624). 

(c) No. of prenatal consultations, visits or conferences per case registered 

with Health Unit : — 2-6. 

(d) Percentage of prenatal cases in which Urine specimens were analysed. 

— 45. 

2 . Measures concerning pregnant women working in factories 

(а) Is legislation covering this field i n force ? Yes. 

( б ) Period during which factory work is forbidden : 

Before probable date of delivery . , 4 . weo j. ai 

After delivery . . . 

J • • . . . 4 weeks. 
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(c) Is pecuniary assistance legally assured during this period, how much 
and by whom ? — Yes. One days* wages or 8 annas per day which- 
ever is greater — paid by the employer. 


8. Obstetrical service : — 

(a) Place of delivery and attendance :* 


— 

In Stntf rally 
Home 

| In homo assisted by 

Others j I’hystclan. 

Midwife. 

Total births 

2'S per cent. 

not known 

30 >7 Per cent. 


• Of. Statement on pace 103 for sample population. 


(6) Must all midwaves be registered by Health department and what 
training is required to obtain certificate ? — Registration is com- 
pulsory for those who seek employment under government but 
only obligatory for others. 

Period of training : — (i) For a trained nurse : — 12 months. 

(ii) For untrained :-rl8 months. 

(c) Maternal mortality according to attendance : — 

Maternal deaths per 1,000 deliveries occurring in Maternity Hospitals 
or Wards : — Nil. 

Private lying in clinics : — Docs not arise. 

Home, attended by — 

Obstetrician . . . ."1 

Other Physician .... \ No information. 

Midwife (Total maternal dcatliB = 10 (Bate: 

Relatives or Dais . . . . J 5 por 1,000 births). 

4. Post-partum care : — 

(c) Average days of stay after delivery in maternity hospital or ward: 
Normal cases — 10 days. 


(6) Nursing service 

: — (by midwives). 


Case visited. 

Percentage of all births. 

Visits por case. 

685 

30-7 

G-2 


(c) Percentage of cases having had post-partum examination : — 4. 
XI. Infant and Pre-school Hygiene — 

1. Clinics and medical care : 

(a) Infants (under 1 year). 


llcplt-tcrcd wltl. 

Number 
of clinics. 

No. or 
Infants. 

v. c. or 
Hvo 
births. 

No. or 
visits. 

Visits 
per infant. 

Examination 
by physician 
In P.C. of 
visits. 

Health Dept, clinics 

230 

* 100 

0-0 

003 

3‘fl 

No Inrormatlon. 

Other public agencies . > 

\ nil. 







1 
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(5) Children from 1 to C years of ago : — 


Registered with. 

No. of 
clinics. 

No. of 
children. 

1*. C. of 
papula* 
latton. 

No. of 
vlslls. 

Visits 
per child. 

Uxamlnattoa 
by physician 

In P. C.ot 
visits. 

Health Sept, clinics 

238 

180 

3-2 

700 

3-S 

No Information. 

Other public agencies 

Voluntary agencies 

j- Nil. 







2. Nursing service : 

(a) Infants (under 1 year). 


Nurses or 

Number of 
Infants 
registered. 

In V. C. 
or live 
births. 

Number of 
home 
visits. 

Visits 

per 

Infant. 

Health Dept 

1,310 

70-0 


2-S 

Other public agencies . 

Voluntary agencies 

| Nil. 

j 

M 



(6) Children from 1 to 5 years of age : — 


Nureca of 

Number of 
children 
registered. 

m 

Number of 
home 
visit*. 

1 

Visit* 

eSfd. 

Health department 




t-8 

Other public agencies . . , 

Voluntary agencies 


■ 

■ 



3, Provision of special milk for infants : — Nil. 


4. Supervision of illegitimate, boarded-out and neglected infants and 
-children :~Nil. 

5. Pre-school round-up : 

Percentage of children medically examined within six months previous 
to entering school or kindergarten : — Nil. 

XII. School Hygiene — 

1. Number of schools by category and number of pupils per school in eaoh 
-category of school : — 

(а) Public schools : — 48. 

(б) Private and parochial schools 1 Missionary school. 

2. Inspection and condition of school premises 

(o) Machinery for inspection -.-Inspector of schools. 

(6) Standards in force as to construction :-~Nil 
(c) Supervision of other regulations :—NU. 

3. Iiovision for defect™, weak ^ 
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4 . Health examinations :• — 

(a) Percentage of school-children examined : — 


— 

1, 4 & 7th standard. 

By physician .... 

• 

« 


• 

% 

81*7 

By nurse (for vision or hearing) 

• 

• 

* 

« 

* 

Nil. 

By dentist .... 

- 

« 

* 

• 

* 

Nil. 


(6) Average time given to each child at medical examination : — 10 minutes. 

(s) Is action taken systematically by school to follow up defects dis- 
covered until necessary attention has been given ? — No. 

(d) Scope of examinations and corrections of defects (see under A, V, 6) 

meagre. 

(e) Are health examinations compulsory also in private, parochial and 

high schools ? — No. 

5. Observation and care of children: — 

(а) Is health of children observed in school by nurse and teacher ?■— No, 

(observation by teachers introduced in 1944). 

(б) Is free medical attention assured by children ? — No. 

By school health insurance No. 

By public clinics : — No. 

Otherwise : — No. 

(c) Number of school nurses per 10,000 school-children : — Nil. 

Number of visits to homes by school nurses per 10,000 school children : — 

Nil. 

Percentage of home visited : — Nil. 

6. Recreation and physical training : — 

(а) Percentage of schools having a gymnasium : (poorly equipped). 
Public schools : — 6. 

Private and parochial schools : — Nil. 

(б) Number of hours of physical exercise per week in school curriculum 

— 1 hour. ,j 

(c) Is a fair proportion of these hours devoted to outdoor sports ? — No 

(but facilities for outdoor sports are usually provided). . 

(d) Are ample facilities available for shower baths ?— rNo. 

(e) Playground area per 1,00 children— 1,000 sq. yds. 

7. Sohool kitchens and meals at school : — 

(a) Do children in public schools receive free meals : 

All children 
Those who wish it 

' Those who are judged to be in need of it 
Milk only 
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(5) Do the girls learn cooking under competent instructions t No. 
Does tlie scliool-kitclien instruction include simple elements of theory 

of nutrition 1 — Does not arise. 

• In what grades is school kitchen instruction given ?— Does not arise. 

8. Provision for summer holidays : — 

(a) Is provision made for summer camps out of town ? — No. 

(6) Are sanitary conditions of camps inspected ? — Does not arise. 

(c) Other provisions for boarding cliilclren out of town : — Nil. 

(d) Percentage of public school children sent out of town in summer Nil. 

XIII. Physical education outside schools (: not including Military, Pre-military 
or Para-military training or Units belonging to Political Organisation ). — 

1. Physical education supervised by : — 

No. of active member*. 


Public institutions Nil. 

Scout movement . If 8. 

Other voluntary agencies A'il. 


2. Gymnasiums and swimming-pools (not school) : — 

Gymnasiums. Swimming pools. 

Pnblio ...... Nil. Nil. 

Voluntary agencies .... Nil. Nil. 

Commercial Nil. Nil. 

3. Playgrounds (area per 1,000 children) : — 

Public : — Nil. 

Voluntary agencies : — 3 playgrounds, one each at Singur, Bora & Bala- 
rambati. 

XTV. General Sanitation . — 

1. Water supply — 

(a) Source of village water supply :--tubewell (298 public tube wells). 
(l>) Treatment of water : — Nil. 

(c) Number of other supplies : — 56 surface wells but only 10 are used for 
drinking. • 

(i) Percentage of dwellings connected with municipal water supply 
'' Does not arise. 

(c) Abolition of cross-connections : — Does not arise, 

(/) Consumption of water per capita Not est ima ted. 

(i 9 ) Frequency of bacterial analysis 

Deep-well supplies : 

„ >Nil 

Surface supplies : J 

(ft) Percentage of samples, meeting standard requirements t-Doesmofc 


\ 
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2. Sewage and refuse disposal — 

(а) Treatment and disposal of sewage : — No arrangement by the health 

authorities. 

(б) Treatment and disposal of other refuse : — — Do. — 

(c) Eventual nuisances arising from sewage and refuse disposal : — Increased 

fly breeding. 

(d) Percentage of dwellings connected with street sewers: — Does not 

arise. 

(e) Percentage of dwellings in which individual W. C. is installed, nil 

but 6-5 per cent of houses are provided with latrines. 

(/) Percentage of privies in other dwellings which meet sanitary require- 
ments : — Nil. 

3. Swimming-pools and public baths : — Nil. 

4. Other general sanitation. 


Inspections aonocming 

Inspections. 

Notioes 
aervod or 

. 


notion 

taken. 

Pollution of streams . 

. ' Nil. 

4 eliminated. 

Mosquito breeding places . 

615 ' 


Camp Bites .... 

. ' . Nil. 


Smbko nuisance . * 

Nil. 


Noise ..... 

Nil. 


Other unsanitary conditions 

Nil. 



xy. Food and Milk Inspection . — 

1. Meat inspection : — 

(a) Is all slaughtering limited to regularly inspected slaughter houses No. 

(b) Is all meat regularly inspected and by whom? — No. 

(c) Is all sale meat and meat products limited to regularly inspected 

shops ? — Yes (not regularly). 

(d) Are regulations concerning the protection of the meat and meat 

products in the shops enforced ? — Yes (not regularly). 

(e) Are cold-storage rooms inspected ? — Does not arise; 

2. Milk control (see C, IY, 2). 

(a) Control of sources of milk supply : — • • 


* * « 

Collecting 

Farmers 

. 

stations. . 

shipping 

* 

Number of separate establishments 

Nil. 

eoparatoly. 

Nil. 

Amount of raw milk to consumer 

Amount of pasteurised milk 

Nil. 

No informa- 
tion. 

Percentage of milk bottled .... 
Number of samples taken for test 

Percentage of samples up to stand ‘•"I . 

Nil. ■ 

2 

SO 
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XIX. Care of the insane and Feeble-minded.— No provision. 

XX. Hospital Facilities . — 



No. or Institution 1 .. 

No, 

. of bods. 


Total beds 
per 
10,000 
population. 

Hays ol treat- 
ment per com- 
pleted 
ease. 

Catcgorj . 

Villi. 

J Volnn. 

I’rlv. 

Pub. 

Volun. 

l’rlv. 

Isolated Iio>|illnl 
or wards 

A ’ll 

Ail. 

Nil 

Nil. 

t 

•Vtf. 

Nil. 

Nil. 

I)oe< not arise. 

Gcucr.il hospitals . 

1 

Nil. 

Nil. 

18 


■ 

4 

Not a Tollable. 

CNldi cn’s hospitals 

Xtl 

Nil. 

Nil. 

Nil. 

Nil. 


Nil. 

Does not nrl«e. 

Maternity hosplta'.a 

1 

Nil. 

Nil. 

4 

Nil. 

Nil. 

1 

in days. 

Other similar ins- 
tltuttnns. 

3 outdoor dispensaries. 

NV. 

Nil. 

Nil. 

NO. 

Docs not art**. 


XXI. Health Insurance. — Nil. 

XXII. Free Medical Assistance. — Yes. 


Number of persons having received gratuitous medical assistance in 
the form of : — 


(a) From public services : — 


On account of. 

Clinics * 
medicine. 

Other 

medical 

Dentist. 

Nursing. 

Institu- 

tional 

rare. 

Medicine. 

Other 

AwMmic'i. 

Epidemic disense 

, . 







■Venereal disease , 

, , 

.. 






Tuberculosis 








Other diseases . 

17000 per year. 





. ,3i 

Accidents . 








Delivery . 


•• 

•• 

•• 

31 

•• 

132S (lum ' 
visits). 


(6) From voluntary agencies : — Nil. 
XXIII. Invalidity care : — Nil. 

XXIV. Care of the Aged : — Nil. 


r 




























CHAPTER IV. 

Anthropometry. 

Age, sex and weight. 

The average weight of male and female infante is practically the same, being 
a little over 13 pounds (vide Table LIV and chart 4). Later the age- 
weight curves of the two sexes run more or less parallel — the female child 
being a pound or so lighter than the male child upto the age of 8 years. 
Between 8 and 9 years the female curve crosses over the male curve and 
between 10 and 11 years there is a difference of 5 pounds between the two 
sexes. Next year the male curve recrosses the female curve and between 12 
and 13 years the girls are about 5 pounds lighter. However, between 13 and 
14 years the average weight of the female child increases rapidly and she 
out-weighs the male child by about 5 pounds during this period. She keeps 
up the superiority upto 16th year, but in the 17th year the male child catches 
her up and weighs about two and a half pounds more than her between 17th 
and 18th year. The girl ceases to grow between 19 and 20 years, but the boy 
continues to add to Ms weight for another couple of years. Thenceforth the 
average difference between men and women is about 15 pounds. Women 
decline in weight after 45 years, but no such change takes place in men. The 
difference in weight noticed at the age period 9 and 11 years between girls 
and boys may be partially due to an error in the estimate of age of the boys, 
because the height curves shows a drop between 9 and 10 years, wMch is 
unlikely. On the other hand, it may be in part physiological as it has been 
observed in other countries at the age of 12. The physiological changes occur 
a year or more earlier in Bengal as compared with western countries. Com- 
pared to American records (Davison, 1940) Singur data show an initial dis- 
advantage of about 4 pounds between 0 to 1 year. Or to put it differently 
by the end of first year of life the American baby has already stolen a march 
equivalent to one year over Ms brother or sister in Singur. This divergence 
steadily increases till between 16 and 17 years, the Singur child shows a lag 
of about three and a half years. We may now compare our experience with 
other Indian data. The records of boys and girls of 10 to 16 years living in 
certain residential institutions in South India (Aykroyd and Krishnan, 1937) 
show that while in the age period 10 to 12 the boys weigh more than the girls ; 
at the thirteenth year the girls outweigh the boys by nearly three pounds. 
In the 14th year the boys weigh more but in the next year the girls again 
outweigh the boys. From the 16th year onwards the boys maintain Mgher 
w eigh ts. As with Singur data, the curves for males and females cross each 
other twice. However, the points at wMch they do so in Singur are the 9th 
year, 12th year, 14th year and the 16th year instead of 13th, 14th, 15th and 
16th years as in South India. ' 


Growth. 

According to Singur experience the comparison between the curves of 
increment in weight with age of the two sexes brings out certain points (vide 
Table LIV). The maximum growth for the male child is in the age period 
11 to 13 years and again between 15 and 17 years. For the female cMld the 
two periods of maximum growth are between 8 and 10 years and again between 
.13 and 16 years. After the age of 18 years there is but little change in the 

£ 2 
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average weight of women lint in the cn-c of men ihe average weight continue? 
to increa c steadily upto the age of 22 years. 

Table L1V. 

Avactjr Weight According to Age a ml Acx for Yarioui Populations. 














Tabuc IjIV — eontd. 

•Iverage Weight According to Age and Sex for Various Populations — eontd. 


FE3IAIX. 


Age, 

Slngar. 

Residential 
Institutions 
in Sontli India. 

Families of 
industrial rooty 

workers In Assam. 

VTcll to do 
families from 
Calcutta. 

Normal 
children 
of America. 

—1 

18-8 




10-0 

2 

10-0 

.. 


.. 

23-0 

—3 

10-4 



■ ■ 

28-5 

— 1 

881 

-• 

•• 


33-3 

— o 

266 

«. 

. . 

.. 

35-0* 

—6 

292 

. . 

.. 

.. 

39-8 

—7 

810 

.* 

33-4 

43-2 

43-8 

—8 

35-2 

•• 

30-9 

50-0 

48-0 

—9 

300 

*• 

44-3 

54-0 

52-0 

—10 

40-3 

•• 

45-7 

08-0 

07-3 

—11 

49-4 

33-88 

31*5 

74-3 

01-1 

—12 

61-2 

07-85 

50-0 

70-0 

70-4 

—18 

55-0 

04-88 

00-2 

91-0 

81-8 

—M 

87-0 

73-07 


95-2 

82-5 

—16 

71-8 

80-49 



94-0 

—10 

81-2 

87-95 


94-8 


—17 

83-7 

88-11 


110-7, 

•• 

—18 

851 

89-50 


• « 

*• 

—10 

840 

•• 


• • 


—20 

.88-8 





—21 

84-8 



• • 


—22 

84-0 





—28 

80-7 




• » 

—24 

85-0 

•• 



• • 

—20 

84-3 



■ • 

• ■ 

—26 

84-8 

•• 


• * 


—27 

83-5 

•• 


• « 


—28 

84-0 



• • 


—29 

84-1 

• • 


• • 

-- 

—30 

85-3 





—31 

85-1 

•• 

•• ' 


• • 

— 32 

84-4 




( « 


•Figures be] or- this marl: column correspond to ages at tlio beginning of the appropriate class Interval indi- 
cated in column i . for instance, 35-0 lbs. is the averago weight of girls of 4-ycars of age. 
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Height. 

Tn Singur experience the main age-height curves for males and females 
show lesser differences and fluctuations than the average age-weight- curves, 
(See Chart 5). The age height curves for both sexes start from 
about the same figure viz. 23*8 inches for children under 1 year of age. The 
male child has a higher initial rate of increase but at the fourth year the 
two curves coincide. For the next two years he is again taller than the 
female child but at the sixth year she comes abreast. Afterwards boys main- 
tain their superiority throughout except at the 11th year when the girls are 
slightly taller. 

The American infant starts with an advantage of nearly two and a half 
inches over the Singur infant. By the time he reaches his 4th year he is taller 
than the Singur child of the same age by about 5 inches. It is noteworthy 
that at the age period 12 to 14 years the American girl iB taller than the boys, 
whereas in the present data, opposite is the case. Comparing the ages of 
children having same height from the American and Singur data, it is found 
that at the start the Singur child suffers a lag of half a year, the difference 
increases to about two and a half years by the time they reach their 12th 
year. 


Bate of increase of height. 


From Singur data it would appear that the maximum increase in height- 
both for the male and the female child is in the second year. Thereafter, the 
male increases steadily till the 15th year. At the fifteenth year his growth is 
arrested for one year but from the 16tli year it agnin continues till the age of 
20. The rate of increase in 6taturc of the female shows considerable fluctua- 
tions. During the fourth year, sixth year and the 14 th year the increase in 
eight is very slow. Taking 18 inches ns the initial value the body length in 
both sexes nearly doubles by the fifth yenr and trebles by the 14th year. 


However as may be seen from Table LV. The point which needs special 
mention is that both as regards height and weight the Singur children are 
110 n , ofc onl y American children but also to Indian children (Chatterji, 
1933) on whom studies have been made. This is true even when comparison 

LT mV W lth ^o 1 ? 611 ! ele . cted from P 00r families in Bengal (Wilson, Ahmad 

whttWh ■ 1 ? 3 ^ .^ d , A f am 0 Vilson and Ultra, 1938). One wonders 

° f SlDgUI peo P le in aspect of height and weight is 
a normal feature or it is a temporary nhasp dm* tn j • • j 

-the observations were made. In ™ tf ^ dUmg m 

factors require deeper studies In ’ tllcracml and environmental 

interpreting resulted later surveys ^ ^ 0380 ° ne sh ° uId be caroful 


W ke open to some doubt in the cm 
misled from tbs oloar Qnd unequivocal. The to 
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Table LV. 


Average Height (in inches) According to Age and Sex for Various Populations. 



Male. 

Fehau. 

Age. 

Slngur. 

Residen- 
tial Insti- 
tutions in 
South 
India. 

Families 
of Indus- 
trial 
cooly 
workers In 
Assam. 

Well to 
do families 
from 
Calcutta. 

Benga- 

lee 

stu- 

dents. 

Poor 

class 

Benga- 

lee 

Hindus. 

Norma] 

Ameri- 

can. 

B 

Residen- 

tial 

Institu- 
tions In 
Sonth 
India. 

Normal 

Chil- 

dren 

or 

Ameri- 

ca. 

—1 

23-4 

• • 

« , 

. . 


• . 

26*6 

23*6 

. , 

25-9 

—2 

28-3 

.. 

*• 



. . 

31-6 

27-6 

. . 

310 

—3 

30-7 


.. 



. • 

35*2 

29*5 

.« 

34-9 

—4 

32-8 


• • 

• • 


.. 

38-5 

32*9 

• • 

38*5 

—5 

36-2 


« • 

.. 


• • 

39*0* 

34-4 

• • 

39-0* 

• — G 

37-7 


• • 

.. 

• • 


41-7 

37-9 

.« 

41-4 

—7 

400 

.. 

• • 

.. 

• • 


44-1 

39*7 

.. 

43-0 

—8 

42-9 

• * 

42*8 

48*1 

47-6 

45*48 

40*2 

42-2 

- • 

45*9 

—9 

47-9 

• • 

40*7 

48*6 

48-6 

47*65 

48*2 

44-5 

.. 

48*0 

—10 

42-8 

. • 

48*5 

61*3 

50*3 

48*85 

60*1 

40-8 

• • 

490 

Bl 

48-0 

51*17 

40*4 

62*4 

52*6 

50*63 

52*2 

48-4 

50*2 

51*7 


SO-6 

62*6 

60*5 

58*8 

64-8 

53*15 

54*0 

49-9 

52-09 

68*7 

—18 

62*1 

63*45 

63*4 

50*5 

50-0 

55*76 

56-7 

61*2 

53-41 

50-9 

—1* 


50*43 

• • 


68-9 


57*0 

64-0 

55*82 

57*5 

—16 

65*8 

68*43 

" 


61-3 


59-5 

55*0 

67*28 

00-2 

—1C 

57-0 

59*40 

.. 

.. 

04-0 

• • 

• • 

60*4 

68-16 

.. 

—17 

90-2 

01*82 


.. 

66-0 

• » 

.. 

50*2 

58*40 

• * 

—18 

•0-6 

03*36 

.* 

• • 

60*1 

• • 

-• 

50*5 

58*67 

.. 

—19 

<2-2 

-• 


• • 

00-4 

• • 

• • 


M 

• • 

—20 

*1-8 

• • 

• • 

.. 

60*4 

•• 


580 

.. 

• • 

—21 

C2-4 

.. 



00-3 

• • 

. • 

68*4 

• • 

• 9 

—22 

02-0 

• • 

• • 

-• 

00*7 

.. 

.. 

50-8 

M 

.. 

—23 

02-6 

• • 


•• 

00*2 

•• 

.. 

57*2 

M 

.. 

—24 

030 

•• 


• • 

60*1 

-• 

•• 

55-1 

.. 

.. 

—26 

«2*S 

>- 


•• 

00*4 


•• 

50*0 

.. 

.. 

—20 

61-0 


*• 

• • 

-- 


•• 

50-C 

.. 

.. 

—27 

02-9 

•• 

• • 


•• 

• • 

•• 

50*8 

.. 


—28 

63-2 

•• 

*• 

•• 

•• 


•• 

57*1 

.. 

• > 

—20 

02-8 

*• 

• * 


•• 


•• 

mm 

*• 

• • 

—30 

«3-6 

• • 

•• 


•• 


•• 

57-1 


• • 

—31 

03-0 


‘ ■*• 

•• 

•• 

*• 


67*0 

4 

•• 

• • 


• Figures below the mark In tills column correspond to ages at tlio beginning of the appropriate elasB Interval 
Indicated In column 1, For Instance, 30*0 Inches Is the average height ol boys or girls, 4 years old In the class 
Interval of 4 to 6 years of column 1 . 














CHAPTER V. 
Socio-economic conditions. 


The smallest political unit in Bengal is the Union Board which was created 
in 1919 and reorganised in 1938 under the Village Self-Government Act. The 
Union Board is a local body consisting of fi to 9 members of which two thirds 
are elected and one third are nominated. The President is elected by the 
members. Among others it discharges the following functions : 


Control of sanitation and conservancy, prevention of public health nuisance, 
sanitary arrangements of melas, birth and death registration, execution of all 
worhs necessary for the preservation of the conservancy or drainage of the 
Union, reporting of epidemics amongst men and cattle, control of erection of 
buildings, provision and maintenance of public water supply, establishment of 
dispensaries and prohibition of dangerous trades. The President of the 
Union has been given special responsibility in tlie matter of control and dis- 
tribution of food and certain consumers goods during the period of emergency. 


It raises funds by direct taxation on households and is also provided by 
certain funds by the District Board for specific purposes. In Table V are 
set out the details retarding area, population and public funds at the disposal 
of each of the 4 Unit ns constituting the Singur Health Centre. 

The proceedings, records and properties of the Union Board are under the 
supervision of the Divisional Commissioner and may be inspected and supervised 
by District Magistrate. Sub-divisional Magistrate, Circle Officer, Chairman 
of District Board and Local Board or any other person authorised by them 
or by the Provincial Government. 


The organisation set up by the Singur Health Centre seeks to utilise the 
voluntary services of the permanent residents at different stages of adminis- 
tration. Thus there is a Unit Public Health Advisory Committee for two 
Union Boards, a Union Board Public Health Advisory Committee for each 
Union Board and a Village Sanitation and Welfare Committee for each village 
or part of a village. It is intended to allocate certain specific technical duties 
to each member of the village Sanitation and Welfare Committee for which 
he has received a special training. The five main functions of this Committee 
are : (i) sanitation, (ii) vital statistics, (iii) maternity and child welfare, 
(iv) epidemic intelligence, and (v) organisation and control of epidemics and 
anti-malaria work. These committees are in the course of organisation. It 
iB intended that the functions of the co-technical members will be mainly 
supervisory and provide technical guidance for the work carried out by the 
volunteers who have also been trained for the purpose. Running comments 
on some of the public health activities according to the present organisation 
are given below : 


According to the previous practice it was the duty of the Chowkidars to 
report births and deaths in their respective villages to the President of the 
Union Board every fortnight, recorded the events in the prescribed form 
177 1 T ' or assessment of the value of the routine statistics 

* t/7. The scheme for improvement provides a check over these 

records by malong one of the members of the Village Sanitation and Welfare 
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/Committee responsible for reporting the events in the same forms, with certain 
additional columns to the Sanitary Inspector. A copy is kept with him 
which may be inspected by the R.M.O.H. during Ms visit to the village. The 
member-in-charge of sanitation looks after the water supply and the scheme 
for the disposal of faecal matter. For the latter purpose bored-hole latrines 
are to be provided. It is the duty of the co-technical members to push the 
installation of the latrines in their respective villages and to report to R.M.O.H. 
when 'a tube well goes out of order. Later, it is contemplated to train local 
volunteers to carry out minor repairs to the wells. Similarly, other co-technical 
members are charged with special responsibilities regarding the execution of 
the scheme in their respective spheres. In certain villages the members for 
epidemic control have organised voluntary anti-malaria campaign. The 
Rural Medical Officers organise and supervise the work of these Committees. 
Other personnel and their functions in the Reorganisation Scheme are dia- 
gramatically represented in Appendix I to which reference may be made. 

In addition to the medical and sanitary provisions contained in the above 
scheme the official and non-official institutions and practitioners concerned 
with medical relief are set out in Table LVT. 

Table LV1. 


The Existing Institutions and Practitioners [1944) Concerned in Medical Belief. 


Union 

Board. 

J Hospital 

Public 

dispen- 

sary. 

Hospilal 
d* dis- 
pensary 
doctors. 

f Private n e ileal • met loners 

Dais 

1 

Perma- 

nent. 

Emer- 

gency.* 

: Kcgis- | 
tered. 

! 

Ayur- 

vedic. 

Quark. 

Homeo- 

path. 

Trained. 

- | 

Un- 

trained. 

Singur 

m 

m 

0 

m 


1 

■ 

0 

i 

6 i 

4 

Balarambati 


1 

1 

■I 

B 

0 

Hi 

o 

10 

3 

Bora 

1 1 

I 

■I 

i 

I 

0 


o 

1 o ] 

3 

Begum par . | 

i 

■ 

m 

n 

m 

H 

m 

IS 

0 

0 

7 

Total 

■ 

m 

3 

■ 

0 j 

i 

31 

ic 

I 18 

17 


* Vote.— T he emergency hospital pnt up in 1044 provides Indoor accommodation for 20 patients. 


There is only one permanent hospital at Singur under the management of 
the District Board of Hooghly built through the munificent donation of late 
Mr. Suxendra Nath Mallik, ' C.I.E. of Singur. This hospital provides accom- 
modation for fourteen indoor patients — ten for men and four for women and 
2 beds for infectious diseases in a small detached building. It has also an 
outdoor section for receiving patients every morning. There are three outdoor 
•dispensaries maintained by Local Bodies, one each at Bora, Begumpur and 
Jagatnagar (Balarambati Union) in charge of a registered doctor. They are 
all charitable Institutions. There are only 18 trained Dais (mostly recently 
trained) as against an estimated requirement of 70 trained Dais. ” 

Table LVI shows that the proportion of practitioners of scientific medicine 
is one per five thousand population and that for every such practitioner there 
.are more than four quacks, from which it would appear that there is considerable 
public demand for medical relief which remains unsatisfied at present. In 
1943, against a total budget of Rs. 8.882 for the public hospitals and dispensaries 
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the amount spent on private medical advice and treatment is estimated at 
Rs. 1,57,500 per annum. This is not surprising when one considers the high 
rate of morbidity prevailing in this area which amounts to 12 per cent of the 
population at any time. During that period the hospitals and dispensaries 
on an average took care daily of only 0012 per cent and 0*32 per cent of the 
population in indoor and outdoor sections respectively. Thus, in order to 
provide the most rudimentary state medical assistance it is necessary that the 
present outdoor dispensary facilities should be multiplied 36 folds. At 
present there are 4 dispensaries and according to the above suggestion 144 
dispensaries would be required. However, it may be argued that the present 
centres of medical relief are not working to their full capacity because only 
200 outdoor patients are attending and the average daily attendance per 
dispensary works out to 50. This does not take into consideration the regular 
seasonal concentration of cases nor the periods of epidemic prevalence. 
However, this poor attendance raises the question why the dispensaries am 
not popular and why they should not each attract say 100 persons every day. 
Even if they did so an area of 32 square miles will require 72 dispensaries of 
the type now provided there. This is hardly practicable. 

Table LVII. 

Average Daily Attendance of Patients in the Public Charitable Hospitals ond 
Dispensaries in the Four Union Boards. 


Hospitals or dispensaries. 

Indoor. 

Oat-door. 

Slngar R. 1L Charitable Hospital 

T-i 

081 

Bora Prasannnraayee Charitable Dispensary .... . . 

% , 

US 

Balarambntl V. B. Dlepenmy at Jagatringar 

■ • 

•84 

Bbpnmpur U. !B. Charitable Dlapenmry 

•• 

40-t> 

Totai 

7*5 

2MB 


ui oivia wiereiore seen private ativice it tney can attord or 
choose to do so, and since more than 78 per cent of the private practitioners 
are unqualified men, greater part of the money spent on private medical 
relief must necessarily be wasted. This money could be utilised to the best 
advantage only if sufficient number of practitioners of scientific medicine 
conld be attracted to the rural areas and the public could be educated to 
appreciate this system of treatment or in the alternative the public funds 
could organise and make easily available to everyone who needs, the services of 
amed medical men and women as well as the medicines. It is a question 
we er a progressive health policy must accept the present position of sickness 
and meet it or some alternative scheme of welfare work and preventive 
medicine should be emphasised to reduce morbidity to manageable proportion. 

Cultural and educational facilities. 

and° it ? U f sh ,’ f U PP er 

near Singur. According J S'- , Beside . 8 ’ tieie 18 8 Nl g^ sch ° o1 for adults 





Table LVIII. 


Distribution of Various Types of Schools in the Four Unions. 


Union Board. 

H. 13. 
School. 

St. E. 

SCHOOL. 

Upper 

Primary. 

Lower 

Primary. i 

Total. 

Boys. 

B* 

j2 

5 

55 

X 

M 

Boys. 

tr 

h 

o 

s 

y 

& 

« 
i >» 

c 

ar 

u 

£ 

mi 

l 

K 

n 

w 2 
£ 

£ 

or 

*21 

£ 

.Mixed. 

& 

a 

4-1 

g 

erS 

gs 

Slnintr . 

1 

• • 

.. 

• . 

1 

• • 

.. 

• • 

8 

• • 

. . 

, . 

O 

. , 

1 

13 

Bnlnmmbnii , 

.. 

-• 

** 

•• 

• • 



*• 

0 

i 

• • 

.. 

2 

2 

.. 

11 

Born 

1 

.. 

•< 

.. 

.. 

•• 

,. ! 

* • 

D 

H 

.. 


■ 

. . 

. . 

12 

Begumpur . 

•• 

•• 

•• 

•* 

1 

i 

1 | 

. _ 1 

2 

B 

H 

•• 


B 

1 

•• 

13 

Total 

2 

•• 

•• 

•• 

2 

i 

i 

2 

22 

2 


•• 

14 

2 

1 1 

40 


It would appear from Table LVIII that the schools are more or less dis- 
tributed over the four Unions. Of the high schools one is at Singur and the- 
other at Bora. There are 4 schools exclusively for girls, of which 2 are M. E. 
Schools, one at Singur and the other at Begumpur. The remaining two are-, 
primary — both in Begumpur Union. To balance this, there are 5 schools — 
two High schools, 2 Madrasas and one Upper Primary that exclude girls. 
Three of the 4 girl schools are in the Begumpur Union. There are two Junior 
Madrasas and 2 MuJctabs meant solely for Muslims in the Balarambati Union.. 

Teachers in the primary schools number 83, of which two are trained 
matriculates and 23 trained non-matriculates. The rest are untrained. The 
average monthly salary of a primary school teacher is Rs. 8. The total number 
of pupils in primary classes is 2,688, the average enrolment per school being 66. 
This represents 4*3 per cent of the total population or only 28 per cent children 
population between the ages 5 and 10 years. Only 20 per cent of the children 
of Class I reach upto Class IV. The ill-paid teachers are much discontented, 
the teaching is unsatisfactory and there is a great deal of wastage. The 
schools are housed under insanitary conditions and are mostly in bad state of 
repairs. They are not provided with latrines, and in most cases even with 
clean water. The sites have not been properly selected and the surroundings 
arc often filthy. Thus much remains to be done in the way of improvement- 
of primary education in this area. (See photo 28.) 

The newly organised Singur Health Centre has trained about 50 teachers- 
in three batches to introduce school health programme in the primary schools. 
These teachers belong to 32 primary schools which are distributed in the four 
Unions as follows — Singur 12, Balarambati 6, Bora 4 and Begumpur 10. 

There are few facilities for improving the society’s cultural relations. 
Small public reading libraries are maintained at Bora and Begumpur. There-- 
are three local clubs one each at Singur, Bora and Baratajpur, whose main 
function is to encourage games, sports and physical culture. 

Literacy. 

Of the 6,388 individuals in Group I the number of literates is 1,236 or 20’ 
per cent. The literacy amongst males amounts to 34 per oent and amoagsir- 
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females to oily 3-5 per cent. The percentage of literacy amongst males 
above 10 years is 42-5 as against 4-5 amongst females. In other words, there 
is only one literate female for nine literate males. Of the 1,720 children of 
school-going age between 5 and 15 years only 363 or 21T per cent are literate, 
the rates for the boys and tbe girls being 33*3 and 6*1 per cent respectively. 
Female education has lagged behind and since 32*3 per cent of boys in this 
age group are at present going to school as against only 4'8 per cent of girls 
the disparity between the education of the two sexes will he maintained. No 
serious efforts for adult education are being made, and therefore, illiteracy 
specially amongst the females will not be abolished for a long time. Further 
details of educational status of the community is shown in Table LIX. 

Table LIX. 


State of Education in the Sample Population. 


Literacy. 

Hales. 

rEHAZES. 

-s 

—10 

—16 

—20 

—25 

EE 

30+ 

Total. 

—5 

—10 

—15 

B 

—26 

—30 

30 + 

Total. 

Illiterate . 

471 

S71 

261 

102 

143 

120 

660 

2,194 

488 

404 

201 

217 

294 

247 

987 

2,958 

Literate . 

.. 

02 

so 

65 

71 



< ess 


12 

17 

13 

11 

12 

10 

81 

Secondary , 

.. 

34 

81 

28 

18 

8 

61 1 


. a 

4 

It 

3 

3 

1 

1 

20 

High School 

• • | 

2* 

27 

43 

25 

27 

E3 

194 

. , 

.. 

» a 

.. 

1 

.. 


1 

University 



•• 

I 

2 

2 

14 

19 

.. 

•• 

. . 1 

•• 

.. 


•• 

•• 

Total 

471 

490 

449 

299 

259 

229 

1,116 

3,322 

488 

480 

292 

233 




3,066 


• Evidently tlila is a mistake, probably the children attend primary section of a high school. 


It may he interesting to see how the boys and girls of school-going age .who 
.are not going to school are employed. The relevant information is set out in 
table LX 


Table LX. 

The Mode of Employment of Boys and Girls of School-going Age. 


Mode of employment. 

MALI'S. 

Total. 

Fehales. 

Total. 

—10 

19 

— 20 

—10 

—15 

—20 

Going to school 

146 

161 

48 

355 

19 

18 

0 

37 

At home 

350 

184 

13 

547 

401 

272 

229 

062 

Working for a living . 

3 

104 

23S 

345 1 

i 

0 

o 

4 

r. 

Total 

499 

449 

299 

1,247 

480 

292 

233 

1,005 


5 and 10 veare of tTj 06 Seeu that a ‘* S’ r ^ s and almost all boys between 
J ° ^ ° f age d0 not So to school stay at home. Between 10 and 






































15 years 23 per cent of the boys have gone to work and 22 per cent of the girls 
have married. In the next quinquennial age group the girls have assumed the 
responsibilities of housewife as all but fourteen girls ha . e married. The boys, 
on the other hand, have been absorbed in work leaving 13 at home. Thus 
early marriage of the gilds on the one hand and need for earning livelihood by 
the boys on the other hand largely explain why older children do not go to 
school in large numbers. What could be the reason for younger children 
staying at home ? This point needs investigation but tables LXI and LXII 
suggest that it is not so much the ill-health which prevents school attendance 
but the economic circumstances or factors associated with them have some- 
thing to do with it. The reason why children not going to school exhibit less 
sickness than those attending may be the differences in age constitution of 
the two groups. Under the existing socio-economic conditions, therefore, 
progress in education cannot but be slow. 

Table LXI. 


Economic Status of Boys of School-going Age According to School Attendance. 


Boys. 

Economic Status. 

Total. 

Group I. 

Group II. 

Group III. 

Xo. 

B9 

Xo. 

n 

Xo. 

n 

Xo. 

1’. C. 

Attending School 

OS 

44*7 

48 

20-5 

33 

20-G 

149 

30-2 

Xot attending School . 

Si 

55-3 

133 

73 5 

127 

■n 

344 

G9-S 

Totat. 

1S2 

•• 

181 

•• 

ICO 

SB 

493 

•• 


Table LXII. 


Health Status of Boys of School-going Age According to Attendance at School. 


Boys. 



Ukaltii Status. 


Total. 


Well. 

i 

Acutely 

111 . 

Chronically 

111 . 

Indifferent 

health. 

1 

'Xo. 

312 

jg 

10 

30 

359 

Attending School 

L.P. C. . 

8 G -0 


2-8 



8-4 

28-7 

1 

Sv.;**.; 

703 

13 

mm 

61 

891 

Xot attending Schools 


89 ’0 

1-6 




m 

7-2 

71-3 

1 

rxo. 

1,108 

20 

31 

04 

1,260 

Totat. . . .-I 


88-4 | 




L r. c. . 

1-0 

2*5 

7.5 

*• 


We have so far dealt with the numbers but a reference to LIX will show 
that the grade of education is also poor. Thus only 4 per cent of the popula- 
tion (7 per cent of males and 08 per cent of females) have had secondary 
education and 3 per cent of the population (6 per cent of males and 0*3 per cent 
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of females) have had high school education and only 0*3 per cent have been 
to the University. They are all men. 

Addiction. 

Amongst the addicts are included only those persons who when denied 
the particular intoxicant experience mental or physical inconvenience or injury. 
Tobacco smoking, alcohol, opium and ‘ bhang ’ (Canabis-indica) are the 
principal intoxicants used (vide Table LXIII). Among others the most 
popular intoxication is tobacco chewing or snuffing. While over 93 per cent 
of the females above 10 have no such vice, only 35*7 per cent males of corres- 
ponding age groups totally abstain from intoxication. However, they mainly 
resort to the comparatively innocent habit of smoking which is practised by 
€3-6 per cent, mainly above 20 years. Only 3-3 per cent amongst males, 
chiefly young adults take alcohol. Opium is taken by 1*7 per cent of males, 
mainly by old people. ‘ Bhaug ’ is not particularly popular. Amongst the 
females, tobacco chewing is the principal addiction, but a number of old 
women take opium. There was one extraordinary case of a male child under 
10 who both smoked and drank. 

Table LXIII. 


Distribution of Addicts According to Age and Sex. 


Xiiturc of 
addiction. 

Males. 

PEXALW. 

—15 

—20 

—50 


Total. 

mm 

—15 

—20 



Total 

Percent - 
ago. 

Smoking 

14 

107 

1,052 

323 

1,406 

63 6 

0 

1 


2 

IO 

0-5 

Alcohol . 


4 

G2 

12 

78 

3-3 

0 

0 

1 

0 

0 

0-0 

Optnm • 


■ 

5 

34 

30 

1-7 

0 

0 


11 

17 

0-8 

Chora* . 



1 

0 

1 

004 

0 

0 

m 

cwn 

O 

. 0-0 

Jlhanj . 


■ 

4 

1 

6 


0 

0 

M 

0 


0-0 

Other? . 


o 

50 

23 

84 

3-0 

7 

3 

84 

29 

123 

6-0 

mi 


102 

180 

33 

840 

35-7 

285 

220 

1,112 

329 

1,955 

03-2 

Population 

440 

200 

1,240 

3C4 

2,332 

■ 

202 

233 

1,207 

366 

2,093 

•• 


Occupation. 

It is essentially an agricultural population in which 58*5 per cent of males 
above 15 years till their own lands. In addition (vide Table LXIV) 59 
children help in cultivation. On the other hand, women remain at home, 
the percentage of females above 15 employed in domestic work being 95-8. 
.Nearly one-fourth (24-3 per cent) of the males above 15 years are labourers, 
mostly helping on the land, but 5-3 per cent are industrial workers. Besides, 
33 male children also work as labourers. Transport engaged only 7 per cent. 
Shop-keeper and artisan constitutes 6-4 and 1*6 per cent of the male population 
° " raPftivcly. Twelve children also work in the shops. Only 2-3 

Jt W t mn c3 ^° P^nS liberal professions ; 4 per cent of them stay 
at home, 2-5 per cent however, have passed the age of 55. Only 307 or 324 
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The ri-iL of the land is mostly oemped by hntne.it <\ntl i, bamboo grows, 
tanks nnd *Vit‘ and v.n<-tc land;. Hire i-> tlm principal crop, of which the 
'Awin' juddy whHi i- barred cl in nutuimt up S,fl n <i a*r«*> and the 
inferior and h-i popular. ' A"ih ’ paddv viiHt is iiarvcdc,} ju t h* for*' tic* 
jnruvooii i-> cultivated in lv • th n 5,0 ,,l > aefi ■. Mow v.iitiahh- «rops like 
fruits. Vegetable 1 Illld Intel oecupy 1.550 ;:i Jilt", ii.M eul'i'.ation 

of which is bein’.' redueed jp grown m ‘J..VJH .1 («•«, Tin* jnddy predate 1 in 
this area mi Hire •• for fi to !* iimnt!i'> only, and ri< »* h.r . tier, fore, to 5»- imp »rt-**r! 
front out ide in normal time*. This u pnifimlitly :•> in Him (Tumi. Tin* 
economic crop. arc hainna plantation, betel phnt-ition and vc ib! n 1 which 
include potato, gourd, pumpkin, bnnjal, raldu; *■, r.tulMIor.vr, b«’;m% hafy 
vegetables, yam, okra, green chillies. rucumber. toma'o, nw«» potato and 
marrow, ti'reen cocoannt. jiin«**:»|»|»1«*. papiya and linv* arc cultivated on a 
limited scale. The-.- product, find a good m.ir!:*-t in Calcutta, ani other 
wholesale market" Mich as Slnuraphtili and Beliir. Special railway fji*-iHtir ■ 
are provided for the tram port of fruit" .md vegetables to (’aleittta. (#>v 
photo 20.) The 1 rabi ’ crops con«i"t mainly of pu!--> <• and tiiu-rard which are 
grown after 1 Am-m ’ paddy has been hat vested. 


Animals and live-stocks. ' 

The principal agricultural animals arc bulls ant cows of whrh tti-'r*’ ar* 
10.000 and 0.200 respectively. There i-. an a Mitimn! yaung sta’d: of 5.700. 
These animals are poor in quality. The milvhing cows arc tut nntiv and 
yield little in.lk. Most of the milk produced is cither convert -d inti tnnt 
or milk casein {sir photo 25) for consumption in the neighbouring citi's or is 
transported as fluid milk to Calcutta. It is estimated that SO n 101 mis. of 
chmm leave Singtir station for Calcutta every day. {.SVc photo 27.)- Little 
milk is left for local consumption. Similarly, goats too are kept not so much 
for local consumption as for trading in the towns. Poultry birds are estimated 
at ‘100, nnd the great demand for eggs in the town leaves but few for local 
consumption. 


* Some or the enures quoted tiers’ have been obtained from n report by tlio Additional 
Director of AcrieuUure, Bonsai on a short term a^ri"iiltnml programme nt Sincur, 19 It. 


v , b’ci-cnltnre. ,» 

Such fish as is availablo is lapsed in a primitive way' by the people in (Johns 
and tanks. The rivers being dead tho principal sonreo of fish has been dried 
up. Some fish is imported from the great rivers into Singur market, hut on 
an average, fish is available to au ordinary man only once in a week. Con- 
siderable improvement in pisci-cultnro is possible if tho tanks and (Johns are 
more sdcntifically employed for this purposo. 
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Table LXYH. 

Statement of Local Melas held Annually in Singur Health. Centre Area. 
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movements. 

• Mention lias already been made of the chief means of communication. In 
this small area there are 7 railway stations. Each of them is a busy place 
where large number of passengers may be seen waiting for the trains. They 
■consist mainly of daily passengers to Calcutta and suburban areas — some 
going there to work, others carrying local products and still others going and 
coming for social visits to relations and friends. The train service is estimated 
to carry 1,000 daily passengers to and from Calcutta who live in the villages 
but work in the town. About 1,200 vendors also travel daily to the towns to 
sell their goods. Industrial workers who go daily to factories and railway 
workshops number about 600. A number of people come from the towns on 
week-ends to stay with their families for a couple of days. In normal times 
the metalled roads from Sheoraphuli to Singur and Kamarkundu and from 
Uttarpara to Begumpore and Bora via Janaihavea considerable motor traffic 
but this has recently suffered from lack of petrol. Apart from these modern 
facilities the intervillage traffic is mainly by bullock carts and by push bicycles. 
Palanquins may be occasionally seen carrying women, old people and invalids. 
Cycle rickshaws are becoming popular at Begumpur. Occasionally the 
hackney carriages may be seen, but they come temporarily from Serampore. 
Considerable movement of population takes place on account of melas and 
parties of pilgrims passing through Singur on their way to Tarakeswar. Since 
official activities have recently grown in Singur, official visitors frequently 
tour in the area. During the rains movements become greatly restricted as 
'the Jcatclia roads and meadow paths become impassable. 

Food supply and distribution. 

Bengal has recently passed through severe food crisis. However, the 
Health Centre Area did not suffer as severely as other parts of the province 
probably for the following reasons : — 

(1) Certain families received rations through the members employed at 
Calcutta or Serampore as clerks or at Industrial establishments as workers. 

_ 3} jnaaor 

(2) Many agriculturist families- were able to get over tbe crisis because 
they normally keep rice for their own use and depend upon money crops for 
trade. 

The suffering was manifest chiefly amongst landless labourers and amongst 
families producing insufficient rice for personal use and depending mainly on 
business in potatoes and vegetables. 

(3) The local people themselves promptly organised and started centres 
for destitutes. 

During the period of survey several voluntary and official destitute camps 
were established. The effects of this stress have, however, been felt late, for 
in 1944 there were 10 per cent deaths in excess of 1943. It may thus be 
generally stated that the famine conditions had a cumulative effect on the 
population of this locality rather than an immediate effect. At certain times 
there was an acute shortage of rice, atlc t, salt, sugar and kerosene. For the 
■last few months rationing ha3 been inbroiueei in several place* including 
•Singur, Balarambati, Bora and Begumpur. The authorities have issued 



SO' 


many grades of ration cards for people of varying economic status and require- 
ments. At present rice, aita, salt, sugar and kerosene are being supplied 
through the controlled and approved ration shops set up in each locality. 
Black market flourished well here as elsewhere. 



31 


CHAPTER VI. 

Family Organisation. 

Family as a unit lias been given a biological significance by the Peckham 
experimenters and as sucb it has been endowed with the properties of an 
organism. There is much in their arguments with which we are in agreement. 
Old Indian tradition made a great deal of family culture as a presumptive 
evidence of the future behaviour of young men and young women. “ Chip of 
the old block ” is an old English saying what tersely expresses the same truism. 
There may or may not be a romantic revolt against the family tradition on 
the part of the young person as he or she emerges into fullness of manhood or 
womanhood depending upon his native vigour, richness of early life in the 
family and the force of extra-famalial environment but there can be little 
doubt that apart from the inherited capabilities the environmental influences 
impinging upon him or her in the most appetitive phase of life must necessarily 
determine, to a large extent, the course of future activities and put limita- 
tions on actual accomplishments. 

The present survey being a point study, does not provide material for a 
discussion of the family environment and its reactions on parents and children 
and to that extent the title of this chapter may be considered too ambitious. 
However, we hope to present a rough structural basis of the family organisa- 
tion which may provide material foundation for the study of function. Our 
excuse for the furtive excursion into the study of function based as they are 
on impressions gathered in the course of conversation with family members 
may have little scientific value, is mainly to draw the attention of public 
health investigator to a rich field of work which he has so far generally neglected 
but which he cannot afford to ignore if he desires to raise public health ad- 
ministration from the rule of thumb to full scientific stature. 

Of the one thousand one hundred and ninety-seven families which havo 
been included in the survey the family schedules are available for 176 only. 
The number of individuals in 1,197 families is 7,058. The average size of the 
family works out to be 5*9 S.D.±3*4. 

From the statement given under health indices it will appear that only 
30 males and 44 females belonging to the area temporarily resided outside. 
This is a relatively small number. . However, that is not the whole story for 
a considerable number, roughly estimated at 5 per cent of the population, are 
daily passengers to and from Calcutta and Suburban Industrial Areas. This 
problem is more fully dealt with earlier under * movements ’ and it is evident 
that the co mmuni ty is by no means a' closed one. This fact has considerable 
infl uence on the social, economic and epidemiological circumstances of the 
community. 

Table LX?IIL ’ 

Length of Stay in the Health Cenirc'iArea During the Year 1943. 


Residential Status. 




j. . 


Length or stay. 





Total 

lm 

2m 

3m 

4m 

'6m 

0 

7m 

6m 

-9m 

-10m 

-llm 

-12m 

12+ 

Group I . 


. • 

13 

22 

25 

35 

24 

21 

33 

22 

24 

n 

28 

0 

0,122 

0,383 

Group III 

• 

• 

1 

1 

0 

D 

2 

1 

0 

3 

n 

SI 

0 

15 

0 

24 

Group V 

• 

• 

40 

24 

15 

E 

a 

4 

1 

3 

■ 

2 | 

7 

24 

0 

139 
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From Table LXVIII it will- be seen that in Group I only 266 individuals 
have stayed in the area for less than 12 months. Of these 247 are infants 
whose length of stay is determined by the age. On the other hand, in Groups 
III and V the number of infants is small, being 1 and 15 respectively. It 
would thus appear that the people of this area do not stay out for any length 
of time. 

Of the families for which the schedules have been filled 67 per cent are 
single, 27 per cent are joint and 5'9 per cent are multiple establishments. 
Thus about one-third of the families are joint or multiple units. There is a 
general tendency towards single families ; this is because of the increasing 
contact with the outside world which has created both the opportunities for 
independent employment and a greater desire to live an independent life. 

An attempt has been mado (vide key to the family schedule) to roughly 
estimate the general outlook of the families in respect of health matters. The 
relevant information is contained in Table LXIX. 

Table LXIX. 


Family Outlook in Matters of Food. 


Tamlllcs. 

TAMILT OUTLOOK. 

Total. 

national. 

Traditional. 

Prejudiced. 

Number 

Percentage .... 

mm 

017 

SO-7 

67 

4-9 

1,173* 

• • 


* Information Is not available for 3 families. 


Table LXX. 


General Family Outlook on Cause of Diseases. 


rmnilics. 

Fakily Outlook, 

national. 

. Dclstlc, 

Dsraonlstic. 

Other 

supernatural. 

Number . 


453 

401 

271 

■■ 

Percentage 

• 

38‘C 

34-4 

53*1 

■9 


* Information Is not available for 3 families, 


Table LXXI. 


General Family Outlook on Prevention and Cure of Diseases. 


ramillcs. 

Family Outlook. 

Total. 

national. 

neligions. 

Fatalistic. 

Stole. ’ 

Number .... 

Percentage 

448 

38'2 

441 

37-0 

2S3 

24-1 

0- 

0- 

1,172* 


* Information Is not avallablo for 4 families. 
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Table LXXII. 


General Family Outlook Regarding Organised Community Effort. 


, 



PA3HI.Y Outlook. 


, Families. 








Individualistic. 

Balanced. 

Highly Socialistic. 

Number 

• 


623 

1 330 

6 

Percentage . 

• 

■ 

70-0 

28-9 

0-5 


* Information Is not available for 3 families. 


While it is admitted that a considerable amount of personal judgment is 
involved in arriving at an estimate of family outlook in various matters, the 
• data presented in Tables LXIX to LXXII are of considerable interest, because, 
for the time being, they provide the bases for designing the best method of 
-approach by the public health administrator and in later surveys they would 
indicate the extent to which health education has been successful. There can 
be little doubt that the achievements in the domain of public health, in a 
democratic country, must largely depend upon what people think and what they 
are prepared to do themselves. In the present case a deeper study of the 
traditional ideas regarding food is indicated and a carefully organised health 
education is required to disseminate basic scientific knowledge of dietatics so 
as to rationalise their outlook on food. This will tend to effect improvement 
in their diet, if it is economically feasible. In regard to the causation of 
diseases something must be done to wean the people from supernatural 
theories in favour of more rational views, and if this is accompanied by the 
provision of means to fight the diseases in a scientific manner, there is every 
likelihood that the fatalistic and religious attitude towards the prevention 
-and cure of disease will disappear giving place to a greater desire for co-opera- 
tion with organised scientific pampaigns. 
li- 
lt is well known that at present the community sense is poorly manifested 
in this country, however high the individual attainments may be. While 
personal health practices may go a long Way towards creating a healthy 
community there are few activities in which organised community effort is 
better rewarded than in matters of health. However, it is a question whether 
-as a matter of policy, under the existing conditions, greater emphasis on 
personal health practices may not elicit better response than insistence on 
organised community effort. The latter may more suitably follow after some 
progress has been made as regards personal health and health consciousness 
has materially developed. Thus at an early , stage of health campaigns 
personal services like maternity and child welfare, school health, particularly 
-correction of defects, medical relief and organised physical culture may have 
better appeal than certain environmental improvements in which the individual 
-effort is not directly rewarded. Care, however, has to be taken, to gradually 
-shift the burden of responsibility for personal health on. the people themselves 
-and to place increasing emphasis on -communal aspects. 
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Marital status. 


In Group I of the 3,322 males, 56*8 per cent are unmarried, 39-2 per cent 
are married and 3-9 per cent are widowers. The corresponding figures for the- 
3,066 female population are 39-4 per cent, 42-8 per cent and 17*8 per cent 
respectively. The difference in marital status of the two sexes is obvious, 
specially as regards widowhood. Average age at marriage for the girls is- 
11*3 and their early marriage explains the larger percentage of the married 
amongst them. Age at cohabit is 12-7 that is to say the husband and the wife 
do not generally live together for one and half years after the' marriage. The 
average age at first pregancy is 16 years, so a further period of three and half 
years relapses before the arrival of the first child. Analysis of the marital 
status in respect of age and sex is given in Table LXXIII. 


Table LXXIII. 

Marital Status According to Age and Sex Amongst the Permanent Residents of 

the Area. 


Males. 


Females. 


Marital Status. 

—6 

-10 

-15 

-20 

-26 

-30 

-35 

35+ 

Total, j— 5 

-10 

-15 

-20 

-25 

B 

-35 


Total. 

Unmarried . 

470 

499 

448 

287 

188 

84 

11 

7 

1,689 

488 

478 

228 

14 


, , 1 

m . 

, , 

1,208 

Honied 

1 


1 

12 

124 

106 

230 

734 

1,303 

. . 

2 

64 

211 

293 

233 

185 

323 

1,311 

Widower or widow , 

" 

•• 


•• 

2 

•• 

4 

124 

130 

•• 

•• 

•• 

8 

16 

27 

49 

447 

547 

Total 

471 

499 

449 

299 

Gi 1 

*3 1 
- C -» 1 

229 

251 

805 

3,322 

§ 

480 

s 

233 

§ 

SCO 

234 

770 

3,000 


L> 


Marital Status According to Age and Sex Amongst Persons Belonging to the- 
, Area but Normally Residing Outside. 



Hales. 

Females. 


—5 

1 

-10 

H 

-25 

-3( 

-35 

35+ 

Total. 

r 

-10 

-15 

B 

-25 

-30 

-9f 

35+ 

Total. 

Unmarried . 

i 

.. 

Q 

, , 

1 




4 

2 

2 





1 


5 

Harried 



•• 

.. 

.. 

1 

„ . 

1 

o 


1 

5 

0 


2 


, # 

12 

Widower or widow 
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* * 

** 

1 
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*■ 

•-* 


• • 

• * 

1 

1 

Total 

7 
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0 

2 

2 
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5 
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1 
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Marital Status According to Age and Sex Amongst Visitors. 


Marital Status. 

Males. 

FEHALE9. 

—5 

-10 

-15 

I 

-25 

1 

-35 

35+ 

Total. 

—5 

-10 

-15 

-20 

-25 

-30 

-35 

35 + 

Total. 

Unmarried . 

10 

0 

D 

O 

, , 

1 

• * 

• • 

30 

13 

4 

O 


7 

H 

H 

H 

10 

Married 

a 

•« 

• • 

.. 

M 

1 


o 

4 

9 

.. 

14 

3G 

□ 

5 

« 


07 

Widower or widow 

i 


•• 

•• 

•• 

*• 

•* 

2 

o 

I 

- 

•• 

** 

** 

•• 

4 

H 

11 

Total 

10 

5 

0 

2 

•• 

2 

i 

4 

42 

13 

4 



Q 

5 

0 

8 
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A comparative study of the marital status of the two sexes is of interest. 
Attention has already been drawn to the disparity in the numbers of the 
■widows and the widowers, the rates being 17-8 and 3*9 per cent of the popula- 
tion of the two sexes respectively. Above 15 years of age the corresponding 
figures are 30-3 and 6-8 per cent. These results follow from the social sanction 
amongst the Hindus of remarriage for men and not for women and from the 
custom of monogamy, even though the religion allows polygamy. The 
younger average age of widows as compared with that of the widowers is also 
manifest from the Table LXXIII. There is no widower below 20 years of 
age, but 1*5 per cent of the widows are less than 20 years old. The percentage 
of widows under 30 years is 9*4 as against 1*5 of the widowers. Looking at 
the problem from the point of view of the population growth it will be noted 
that 257 or 47 per cent of the widows belong to the reproductive period of 
life. This constitutes 17*0 per cent of the female population between age 
Groups 15 to 50. We shall revert to this subject presently. 

Of the population below 20 years 18'6 per cent of the girls are married as 
against only 0*8 of the boys ; 11*5 per cent of men still remain unmarried at 
that age. Age at marriage also differs significantly between the two sexes* 
While all the young women have married by the time they reach the age of 
20, in the following quinquennial groups the unmarried amongst the males 
constitutes 51*3, 15-0, 4*3, 1*0, 0-55 and 0 of the male population in the corres- 
ponding age groups. Even above 55 there are 2 unmarried men. 


Births anu deaths. 

Some information- on this subject has been given in the Indices. Since- 
these are events of considerable importance in the family a few remarks are-- 
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offered here. Table LXXIV sets out certain information about births for 
families belonging to the Area according to their habitual place of residence 
and place of delivery* 

Table LXXIV. 



Terminations. 

GROUPS I & n. 

GROUPS 

III & IV. 

Total. 

IS THE AEEA. 

Outside the aeea. 

Ko. 

of 

families. 

No. of 
occur* 
rcnce. 

H 

Ko. of 
occur- 
rence. 

ii 

No. 

of 

families. 

Ko. of 
occur- 
rence. 

No. 

or 

families. 

No. or 

occur- 
rence. f 

Abortions ... 

c 

G 

0 

■ 

0 

0 

6 

6 

Still-births . 

0 

0 

B 

■ 

0 

0 

10 

10 

live-births — 



■ 

m 





Mule 

134 

130 


H 

0 

0 

141 

143 

remote . 

111 

ICO 

B 


1 

1 

155 

164 

Total llvc-blrths . 

276 

2S0 

■ 

B 

1 

1 

200 

307 

GRAND TOTAL 

280 

300 

21 

21 

1 

1 

311 

822 


The crude birth rate for (Groups I and II works out at 41 per mille and the 
corrected birth rate at 43-8 per mille. Contrary to expectation, it is seen that 
people belonging to these villages have their babies born outside rather than 
returning to the village home for delivery, for in Groups III and IV only one 
out of the three expected births took place in the Health Centre Area, while' in 
Groups I and II 21 or 6*6 per cent of the deliveries took place outside. 

The abortion rate and still-birth rate for Groups I and II are 1*6 and 3*2 
per cent respectively. 

The sex ratio at birth according to the combined experience is 1 : 1*14, 
the female live-births being in excess. 

One hundred and sixty-seven deaths occurred during the year in the sample 
population, excluding the visitors, the information being' collected for each 
amiy which included those belonging to the village but normally living 
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outside (vide Table LXXIV). The justification for the inclusion of Groups 
III and IV is firstly that the number of individuals constituting those groups 
is small being only 74 and because the exact period of residence in the Village 
home of the family and outside for the deceased cannot be clearly determined. 
The crude death rate works out to be 22-8 and since no non-resident death 
occurred within the Area the corrected death rate is 23*7. These figures are 
not particularly high for a rural area in Bengal and in fact they are surprisingly 
low for the terrible famine year of 1913. But this is in keeping with the 
record of only one death from starvation in the sample population which 
means that in that year Singur area was not involved to the extent that high 
mortality may occur. From personal knowledge it may be stated that a 
number of deaths from starvation did take place in the following year. 

Since no non-resident death occurred in the area the corrected death rate 
for the males is 28*9 and for the females it is 18-0. The difference between 
the death rates of the two sexes is striking. It is mainly due to the higher 
toll of male lives taken by malaria, dysentery and diarrhoea, pneumonia and 
tuberculosis, but the mortality amongst them is also higher for most other 
causes of death. While the male infants share proportionate excess mortality 
(see Table LXXV), it is the pre-school child and the adult and more particularly 
the aged males who have to bear the greatest brunt of disproportionately 
high mortality rate. If, therefore, an attempt is to be made to further reduce 
the death rate in this area special attention will have to be paid to the male 
population and more specially to the pre-school boys and the men of older ago 
groups. The female mortality is higher only during the child-bearing period. 
These observations are in conformity with the higher morbidity rate amongst 
the males to which reference will be made later. The big four amongst the 
causes of death arc in order — malaria, diarrhoea and dysentery, cholera and 
prematurity. Amongst others of importance may be mentioned fevers ? 
pneumonias, typhoid and paratyphoid. The miscellaneous causes include 
among others deaths from marasmus, nephritis, child-birth, tuberculosis and 
ascites, other diseases are less important. Thus, special attention has to be 
paid to the control of malaria, dysentery and diarrhoea, pneumonia and to- 
acute diseases like cholera. 

' Infant mortality is about 137. The sox specific infant mortality being 
196 and 85 for the males and the females respectively, the former are again at 
a considerable disadvantage. The special reasons for' higher* rate amongst 
the former may also help to indicate lines along which endeavour could bo 
made to reduce waste in early life. From the analysis of the causes of death, 
so far carried out, it would appear that multiplicity of causes are in operation 
but there are some indications of difficult labour as being one of the possible 
causes of higher infant mortality amongst the males. . 
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Table LXXV. 


Deaths During the Year by Sex and Causes and Place of Occurrence , 1943 . 


Cause of death. 

Muirs. 

pEUALES. 

No. of 
deaths 

In survey 
area. 

No. of 
deaths 
outside. 

Total. 

No. Of 
deaths 
In surrey 
area. 

No. or 
d'-alhs 
outside. 

Total. 

Grand 

Total. 

Hale per 

100.00O. 

Malaria .... 

20 

1 

21 

12 

n 

13 

31 

mm 

Diarrhoea and dysentery 

IS 

0 

IS 

10 


10 

25 

it*; 3 

Cholera .... 

7 

0 

7 

S 

Ill 

■1 

12 

HU 

Prematurity 

S 

1 

G 

4 

■1 


11 

1GG 

Other fevers 

n 

<1 

G 

3 

0 

3 

tl 

123 

Pneumonia 

r. 

0 

f> 

1 

0 

1 


03 

Typhoid and paratyphoid 

4 

0 

4 

O 

0 

n 

■P® 

8.3 

Marasmus .... 

3 

0 

3 

n 

0 

n 

■1111 


Nephritis .... 

3 

0 

3 

n 

0 

o 


■9 

Accidents other tlinn snake 

3 

0 

3 

o 

0 

2 

H-.. 


bite. 









Clilld hlrth anil nnastflla of 

0 

0 

0 

4 

0 

■sps 

H- ■ 


pregnancy. 









Tuberculosis 

4 

0 

4 

0 

0 

Bii 

■llli 


Ascites .... 

n 

0 

n 

« 

0 

« 

■Bl 


Asphyxia nconntorum 

3 

■1 

3 

0 

0 

0 

3 

43 

Tetanus .... 

O 

H 

n 

0 

1 

1 

3 

43 

Senility .... 

2 

■I 

n 

1 

0 

1 

3 

43 

Congenital debility and mo). 

i 

0 

1 

1 

0 

1 

A 

2$ 

formation. 









Leprosy .... 

i 

0 

i 

1 

0 

1 

2 

23 

Syphilis .... 

o 

0 

n 

0 

0 

0 

« 

2S 

Cancer .... 

1 

0 

i 

1 

0 

1 

2 

28 

Hemiplegia .... 

o 

0 

2 

0 

0 

0 

o 

28 

Smallpox .... 

o 

0 

2 

0 

0 

0 

o 

2S 

Beriberi .... 

1 

0 

i 

0 

0 

SIesW 


14 

Diabetes .... 

1 

0 

i 

0 

-.0 



14 

Knla-nmr . . . ' 

0 

0 

0 

1 

l 

0 


1 

14 

Asthma « • • i 

1 

0 

1 

0 

0 



14 

Intestinal obstruction . 

1 

0 

1 

0 

0 



14 

Other respiratory diseases 

0 

0 

0 

1 

0 


ISpjB 

14 

-■Weirs diseases . . 

1 

0 

1 

0 

0 



14 

'Acute Arthritis (Traumatic} . 

0 

0 

0 

1 

0 


§|§M 

14 

Starvation .... 




' 





/ 


0 

1 

IIJBM 

0 

!mm 


14 

Miscellaneous 







*■ 




0 

1 


0 


3 

43- 

Cause unknown . 











1 

3 _ 

0 

0 

0 

3 

43 

Toaar 

103 

3 

100 

68 

3 

01 

1G7 

*• 
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Table LXXVI. 


Deaths During the Year by Cai(se, Sex and Age Groups (1943). 


Cause of death. 


Malaria . . 

Diarrhoea and 
dysentery. 

Cholera . 

Prematurity 

Other fevers . 

Pneumonia 

Typhoid * paratyphoid 
Marasmus 

Nephritis . . • 

Accidents other than 
snake hltc. 

Child birth and nntemla 
of pregnancy. 

Tuberculosis 

Ascites . 

Asphyxia neonatorum 

Tetanus . 

€0011117 . • 

Congenital debility and 
malformation. 

Leprosy . 

Syphilis ... 


Hemiplegia 
Smallpox . 

Beriberi . 

Diabetes . . • 

Kala-azar 

Asthma . • • 

Intestinal obstruction 

•Other respiratory 
diseases. ■ 

■Weil’s diseases . 

Acute Arthritis 
(Traumntlc). 

Starvation . . 

HliecUaucous . . 

-Cause unknown ' 
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Diet survey. 

Rice is the staple food. Vegetables are grown extensively and are regularly- 
consumed in season. Meat is rarely taken except by the richer section of the 
Muslim community and fish is eaten occasionally. Milk is scarce. Butter or 
ghee is a luxury rarely indulged in. Mustard oil is the only fat available and 
is sparingly used. Other articles of diet are dais, cocoanut, bananas and 
sugar or * gur \ 

The survey was carried out in 30 sampled families by the diary method for 
7 consecutive days mostly during May and June. On the first day an inven- 
tory was made of the food in stock by weighing. In certain families there 
were larger stocks of rice or paddy which could not be weighed. In such 
cases daily withdrawals were noted. For the next seven days records were 
kept of gain or loss (amount given to visitors or animals or thrown away). 
On the last day the stocks were again weighed and the amount of each article 
of food consumed during the week was calculated. Using the pamphlet 
issued by the Bengal Nutrition Committee the quantities of the proximate 
principles, minerals and vitamins contained in each item of food were estimated 
for the family. The consumption units in respect of each principle were 
determined for the individual families and the requirements calculated 
according to the recommendations of the Committee (see Appendix V a & b). 
The deficiency or excess was worked out. The distribution of families accord* 
ing to tbc deficiency or excess of the proximate principles, etc., is set out in 
Table LXXVn. - • 

Table LXXVII. 


Frequency Distribution of Families According to Deficiency or Excess Consump- 
tion of Proximate Principles, Vitamins and Minerals and the Average 
- Percentage of Deficiency or Excess over Requirements. 


Percentage Deficiency 
or Excess. 

Calorics. 

Cnrlio- 

hy- 

drate. 

Pro- 

tein. 

Tat. 

Cn. 

B 

Fc. 

Vitn- 
mln 
A. . 

Vita- 

min- 

»« 

Vita. 

min 

C. 

CO Deficiency . > 

3 

1 

1 

25 

15 

i 

3 

id 

3 

4 

— SO Deficiency . . 

12 

IX 

4 

5 

■ 

2 

I- 

i 

6 

4 

— 25 Deficiency . . 

10 

0 


0 


2 

9 b 

■ 

8 

3 

ifi • • ■ • 

3 

1 

5 

0 

1 

5 

Hi 

Hj 

S 

0 

— 25 Excess 

mm 

0 

7 

0 

■3 

4 

2 

i 

's 

2 

— 50 Excess 


2 

4 

0 

M 

mm 


0 

I 

i 

50 Excess 

< 

■ 

0 

• 

0 

■ 

■ 

■ 

14 

Sf 

16 

Total consumption of SO 
families. > 

320048 

63097 

gms. 

8031 

gms. 

3717 

gms. 

70158 

mgm. 

228221 

mgm. 

3702 

mgm. 

■ ■■■" " 1 

655 

mgm. 

106 

mgm. 

10301 

rogni. 

Total requirements 

462220 

78818 

gins. 

9102 

gms. 

11270 

gms. 

132000 

mgm. 

177700 

mgm. 

3786 

mgm. 

5SS 

mgm. 

190 

mgm. 

9510 

mgm. 

Percent of Deficiency or 
• Excess. » 

B 

* — £0 

—3 

—07 

—47 

+28' 


+u 

0-0 

■ 

+71 
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The limitations which, fox the reasons already given, these data impose 
on generalisation, are, to a certain extent, liable to be over-emphasised be- 
cause the population is not too heterogeneous in respect of dietetic habits, 
the only exception being the small group of Mohammedans who use much 
more animals protein than the rest of the community. However, the seasonal 
changes would profoundly influence the nature and quality of food parti- 
cularly because greater part of it is derived from home produce. From Table 
LXXVII it would appear that food is deficient in most of the essential factors 
which may now be considered separately and discussed in relation to the 
clinical findings. 

Calories. — Twenty-five families are deficient in caloric intake, three are 
just able to get their bare requirements and only two are having more than 
their need though. not to any great extent. The average caloric deficiency 
amounts to 29 per cent. This deficiency is mainly attributable to lack of 
fat and also to carbohydrates to a lesser extent. The low rating of general 
nutrition and poor standard in respect of weight and height of the Singur 
population is, therefore, not difficult to understand. This community is 
not on the verge of starvation but it is actually in the early stages of 
starvation. 

Carbohydrates . — Vegetarian food is usually considered to be too rich in 
carbohydrates and it is surprising to see that even this principle which is the 
cheapest of all to obtain, is deficient to the extent of 20 per cent. Twenty- 
one out of 30 families are not getting the minimum requirements and one is 
just able to make it. Twelve families suffer from over 25 per cent deficiency 
of which 1 is not able to get even half the minimum requirements. 

Fats . — As we have already pointed out this is the most serious deficiency. 
All but five families are not getting even half of the minimum requirements. 
The remaining five are deficient to the extent of 25 per cent or more. Aver- 
age deficiency in fats amount to 67 per cent, i.e., on an average, a person is 
getting only one-third of what he should. 

Proteins . — Protein requirements are just about met. However, in this 
respect the distribution is not so even. Only 5 families consume proteins 
within 5 per cent plus or minus of their requirements. Twelve are deficient 
of which one cannot procure even half of what it needs. On the other hand, 
13 families use excessive protein diet, of which -2 use more than double the 
requirements. The proteins are almost wholly derived from vegetable sources 
and are therefore of poor biological value. . Lack of biological proteins must 
have its share in the ratardation of growth and development, particularly' 
in the case of infants and young children (see pages 106-7, 1 10-1). 

Minerals . — Calci um deficiency is general and serious. Half of the families 
do not get even half of their minimum requirements. 1 In 13 other instances, 
this mineral is moderately deficient. Low standard of height and weight 
due to poor skeleton development, and caries of the teeth (Seal, 1938) may 
be partly accounted for by calcium deficiency. Phosphorus intake on the 
other hand, is in excess, to the extent of 28 per cent, thus seriously upsetting 
the calcium-phosphorus balance. 

•• In regard tp iron the standards vary.- We have adopted double the stan- 
dard recommended for various stations of life by the Bengal Nutrition Com- 
mittee as their standards may be considered too low by certain authorities. 
Even with this higher standard the average deficiency is only two per cent 

o 
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and this does not take into account the iron contained in drinking water. 
However, 17 families are deficient, 3 being highly so. On the other hand, 
iron intake of 13 families is higher than the requirements. Four families 
take excessive amount. Loolring back into the details of the sources of iron 
in the food of individual families, it appears that the disparity in iron intake 
is mostly due to differences in the amount of rice and green vegetables con- 
sumed. If, therefore, anaemia in this community is due to iron deficiency 
in food lar ger amounts of rice and green vegetables have to be provided for 
39 per cent of the population which showed evidence of anaemia. At any 
rate, the anamria problem in Singur requires more detailed examination that 
has been given to it so far. 

Vitamins . — Vitamin A is also not evenly distributed in the diet of the 
different families. Ten families suffer from serious lack of vitamin A, 5 families 
have vitamin A deficiency to a lesser extent, and 15 families take more than 
what they need, 14 of whom have fairly rich vitamin A diet. The source 
of vitamin A is almost entirely the green leafy vegetables, which as we have 
suggested are not equally available to all families and in all seasons. It is 
also arguable whether the carotene which this article of diet supplies is all 
pro-vitamin A, and whether the physiological conditions necessary for the 
conversion of carotene into vitamin A are equally present in different indivi- 
duals. These observations may explain why even with an average excess of 
11 per cent vitamin A, 27 per cent of individuals exhibit signs of vitamin A 
deficiency. 

Vitamin B v — Families investigated show considerable heterogeneity as 
regards the consumption of this factor. Seventeen families exhibit deficiency, 
3 of them markedly so, while 11 families take vitamin Bj in excess of their 
requirements, 7 markedly so. However, clinical assessment brings out defi- 
ciency only in 1 per cent of the population and that too of a low degree. Appa- 
rently this is in accordance with the findings that on an average there is neither 
an excess nor deficiency of this vitamin. It may also be noted that there 
is no marked variation in the seasonal distribution of vitamin B : deficient 
people. From these observations it would appear that the vitamin Bj re- 
quirements are either rated too high or the early signs of vitamin Bj deficiency, 
viz., loss of appetite and constipation; were not included. But these symptoms 
are difficult to elicit with certainty and still more difficult to be ascribed to 
nutritional defect. 


Vitamin 0 . — In this case also there is considerable disparity amongst 
families. Sixteen families have rich vitamin C diet exceeding the require- 
ment by 50 per cent. Three other families also take more than they need. 
However there are 11 families whose diet is deficient in vitamin C. The 
deficiency is over 50 per cent in four instances. The average excess of vita- 
min C is 71 per cent but as we have seen it is largely due to the excessive 
intake by 16 families. It is, therefore, not surprising that about 10 per cent 
of the individuals may exhibit slight deficiency in vitamin C. 

It will be of interest to compare the above findings with the results obtain- 
ed in a more recent study (January to March 1945) by one of us (S.O.S. in 
collaboration with p. C. Sen and Gr. Sankaran). These studies were carried 
m fc m T ^ 01 ? r yflhigM, viz., Paltagarh and Biramnagar (Singur Union), Borai 
('e^t bl LXX^n Barata ^ PUr ^ Be ® ura P ur ^ Q i° n ) comprising 122 families 
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Table LXXVIII. 


Frequency Distribution of Families According to Deficiency or Excess Consump- 
tion of Proximate Principles, Vitamins and Minerals and the Average 
Percentage of Deficiency or Excess over Requirements ( 1945 Survey). 




Calo- 

ries. 

Car- 

Protein. 



■ 


Vita- 
min A. 

Vita- 

Vita- 
min C. 

Deficiency or excess In % 

liohy- 

drate. 

Ani- 

mal. 

Vege- 

table. 

Fat. 

Ca. 

B 

Fe. 

rain 

B». 

1 

rxo. 

30 

12 

76 

ii 

40 

00 

18 


23 

13 

6 

> SODeflcicncy 

L Per cent . 

24-8 

0-8 

61-5 

0-0 

87-7 

49-2 

14-8 

Sgf|M 

18-9 

10-7 

4-1 

| 

[No. 

25 

24 

21 

5 

17 

IS 

18 

tflH 

12 

19 

16 

<flODollciency.-j 

L Per cent . 

20-5 

10-7 

17*2 

4-1 

13-9 

14-8 

14-8 


0-8 

15-8 

12-3 


rxo. 

18 

25 

0 

16 

13 

9 

9 

Kip 

14 

14 

14 

<25Defieleney.- 

(.Percent . 

14-8 

20-5 

0-0 

12-3 

10-7 

7-4 

B 


11-6 

11-6 

11-6 

Balanced ori 

r no. . 

49 

01 

2D 

91 


36 

« I 

hi 

73 

78 

88 

excess. 

(. Per cent . j 

40-2 

50-0 

21-3 

74-6 

37-7 

28-7 


91-0 

60S 

02-3 

72-1 


While deficiency in regard to calories, carbohydrates, fats, vitamin A, 
Vit amin Bj and calcium are common to both investigations, in regard to fre- 
quency the conditions are better in the later survey, and there are fewer cases 
of extreme deficiency as regards fat, vitamin A and vitamin 0, but not with 
regard to calories, phosphorus and vitamin B*. Unfortunately, it is not 
possible to compare protein and iron deficiencies, because in the former case 
•calculations have been made separately for proteins of vegetable and animal 
•origin and in the latter case a lower standard of normal requirements has 
been adopted in the more recent survey. Nevertheless, from general consi- 
derations it would appear that the frequency distributions of protein intake 
by various families may not be very different in the two surveys. The stan- 
dard of iron adopted in the 1945 survey reduces the deficient families to less 
than 10 per cent whereas in our clinical assessment anfflmia cases of nutri- 
tional orig in amounted to 39 per cent. This proportion, for the reasons given 
on page 88, is probably an underestimate. While, as we have mentioned 
in that connection, the problem as regards the casual factors of anaemia 
should be treated with an open mind. The present data would suggest that 
the standard of iron requirements adopted by the Bengal Nutrition Committee 
may need revision. 

With regard to the comparison made above between the results of the 
two surveys it Bhould be remembered that besides the smaller number of 
ffl.Tnilip.fl investigated in the general survey the reasons for the overall improve- 
ment observed later may be firstly that the second survey was conducted. 8 
to 9 months later by which time general improvement in food situation had 
taken place, secondly, this survey was carried out during January, February 
and March by which time the new rice crop had been harvested and green 
vegetables were -in abundance, and thirdly, the selected families presumably 
belonged to higher economic strata since as we have seen in Chapter V the 
school children are drawn from relatively better class families and fourthly, 
in the later survey Baratajpur which is particularly a prosperous village and 
where 'the Muslim population which is used to better food is largely concen- 
trated, was included. It might therefore be justifiable to suggest that the 

G 2 
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general picture of dietetic habits of the community as a whole, as depicted in 
the General Health Survey, could not be far wrong for that period. 

Economic Conditions. 


Knowledge of healthful living which carries conviction is no doubt pre- 
requisite for the success of preventive and constructive medicine and to a 
great extent of curative medicine but little can be achieved unless it is backed 
by financial and other means at the disposal of the people. Poverty of Indian 
masses is proverbial and the low National Income has figured greatly in dis- 
cussions. The problem is, however, a difficult one when the object of the 
study is to measure how health is handicapped through poverty. Tn esti- 
mating the economic conditions, we are therefore faced with the problem of 
selecting the items of information which have a bearing on health. Certain 
items readily occur to one's mind, for instance, expenditure on food, housing, 
medical advice and medicines, but other items like clothing, toilet, education,, 
etc., may not have the same direct association with healthful living. Besides, 
there are other items in the family budget which may have still more remote 
bearing on health, and surely the expenditure incurred on account- of, say. 
land taxes, manure, seed or labour charges in connection Avith cultivation or 
on traA’clling for business have little reference to health. For this reason, 
we have divided the expenditure under two main heads, namely, («) on the 
consumption side and (6) on the production side ; and the expenses under («) 
have been further divided under various heads, such ns food, fuel, house-rents, 
etc. Again, for each item of food an estimate has been made for home pro- 
duce and for cash purchase. Thus it is possible to broadly relate the specific 
items of expenditure with health conditions of the family in general and in 
respect of any special states of health. This, however, is not the whole story 
for a given total expenditure, one item will necessarily influence the others. 
Wo cannot, therefore, altogether ignore the expenditure on production. Again, 
expenditure is largely dependent upon income. It is extremely difficult to 
broach the subject of income amongst ignorant, and suspicious people. How- 
ever, Avithout that information it is difficult to say hoAv far the family 'can 
continue to incur expenditure at the present rate. An estimate of income 
has, therefore, been made through information collected in an indirect manner 
and the credit or debit balance has been worked out. The families have 


been divided into three equal groups ou the basis of annual per capita expen- 
diture on the consumption side to indicate the general IeA*cl of living standard. 
Each of these groups has been subdivided according to tlie financial stability 
at that level to obtain what we have termed the ‘ Index of Prosperity ’ ( vide 
key to the family schedule). 

The mean annual per capita expenditure on the consumption side is Us. 165 
S. p.±56 and the limiting values which divide the families of moderate means 
from the higher and the lower groups are Rs. 180 and Es. 135 respectively. 
The minimum annual per capita expenditure incurred by a family amounts 
Es. 26 and the maximum to Es. 581. The index number of wholesale 
prices dmmg the period of survey (i.e., the first 7 months of 1944) averaged 

1 „ rruo m l e io 0D1 23G ' 3 to 244*2. The corresponding figures for 'the 
+i, ate I99'4 and 241*7 respectively. Reduced to the 'pre-war 
? er capita expenditure (consumption) works out to 
'shown in Table e LxSx lti011 ° f fwnilies accordin 6 to consumption lcvd is 
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Table LXXTX. 

Frequency Distribution of Families According to Expenditure on the Consump- 
tion side. 


All families graded nt Intervals of Rs. 10. 


All families graded at intervals of Us. 50. 


Consumption per 
capita. 

‘ Families. 

Consumption per 
capita. 

Families, 

No. 

Percentage. 

No. 

Percentage. 

Bolovr Us. 

100 

55 

10-7 

Bo low Bs. 100 

55 

10-7 

ft II 

110 

20 

3-0 

.. „ 160 

185 

351 

II *• 

120 

37 

7-2 

.. 200 

163 

20-8 

•• •• 

ISO 

43 

84 

.. 250 . 

74 

14-5 

If II 

140 

41 

8-0 

„ „ 300 

21 

4-1 

11 If 

150 

44 

8-0 

»» »» ^50 • 

12 

2-3 

ff II 

180 

35 

6-8 

.. .. 4oe 

7 

14 

'll fl 

170 

32 

8-3 

ii •» 450 • 

4 

0-8 

1* I* 

180 

34 

8-6 

t» M 600 

1 

0-2 

t» «• 

100 

20 

5-7 




** »• 

ZOO 

23 

4-6 




11 It 

210 

24 

El 




II »• 

220 

18 

S 




tl »* 

230 

16 


' 



1» »» 

240 


1-8 



• 

•t II 

250 


14 




Be. 250 + 


H 

8-8 





612 



512 



Thus poorer families predominate, the families most frequently met with 
being those with per capita consumption expenditure of Rs. 100 to Rs. 150. 
Of the 512 families studied as many as 338 or two-thirds belong to the group 
100 to 200. 


Of the various items of expenditure on the consumption side certain items 
have been selected as of special interest ( vide Table LXXX). 


Table LXXX. 


Mean Per Capita Annual Expenditure in Rupees on Certain Selected Items. 




Food. 


Education* 
Per rapita 
of popula- 
tion. 

Medical 

Total annual 


Home 

products. 

Cash 

purchase. 

Total. 

advice and 
medicines. 

per • apita 
consumption 
expenditure. 

Mean values 

50-0 

01-4 

148-0 

1-02 

2-5 

105 

Percentage of total ex- 
penditure on consump- 
tion. 1 | 

34-3 

55-4 

8B-7 

0-0 

1-5 



* Noth . — Per capita expenditure on education for children of school age is Be. 3-00 only. 
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Rood absorbs nearly 90 per cent of tbe total money value available for 
consumption and little is left for other expenses. Of the main items other 
than food, fuel and lighting, interest on loans and taxes take away the major 
part. Honey spent on education is negligible but medicines and medical 
advice claim an appreciable share in the family budget. No comments are 
necessary to emphasise the point that sheer necessities to keep body and soul 
together take away all that the poor man can manage to spend on himself. 
This is not to say that he is able to satisfy his bare necessities for two reasons 
(1) His food is inadequate (see Tables LXXVII & LXXV11I) as a result of 
which bis nutritional condition is anything but satisfactory (see also Charts 4- 
and 5). It should also be noted that more than 50 per cent of the available 
amount is spent on tbe purchase of food and difficulties arise when transport 
facilities and movement of the articles of food are restricted or disorganised 
as happened during the war. Bora Union being the least self-sufficient suffered 
most from essential lack of food. (2) The amount of indebtedness and 
consequent instability even at this low .level is considerable as may be seen 
from Table LXXXI. Thus 40 per cent of the families and certainly over 20 
per cent of them cannot obviously maintain the present rate of expenditure 
and are likety to deteriorate progressively. Only ll per cent arc fortunate 
to have a comfortable credit balance. t 

Table LXXXI. 


Frequency Distribution of Families According to Percentage of Credit or Debit 

Balance on Income. : 



Credit balance. 

Balanced with- 

in ± 6% or 

credit 6r debit. 

Debit balance. 


16% or more. 

6—16%. 

5—16%. 

15% ormore. 

Bo, of families .... 

Percentage of total families Investiga- 
ted. 

67 

11*2 

06 

12*8 

, 184 
, 301 

08 

10-3 

105 

20-0 


How recklessly some of them live may be exemplified by a family whose 
total annual income which included Rs. 600 as sale proceeds of ancestral land 
was Rs. 1,300 and expenditure Rs. 2,580. . . 

The Index of Prosperity which combines both the standard of living and 
the stability has been worked out and tbe distribution of families in the various 
classes has been shown in Table LXXXII. 

Table LXXXII. 

Frequency Distribution of Families According to Index of Prosperity. 


Degree of stability 


Consumption level. 

Credit 

15% or 
more. 

Credit 

6-15%. 

Balanced I 
±6%. 

! Debit 
[ 6-15%. 

Debit 

15% or 
more. 

No. 

% 

No. 

% 

No. 

% 

No. 

%• 

No. 

% 

Doper Third .... 

Middle third 

Lower third .... 

Total per cent 

27 

18 

32 

5-8 

8-5 

2-4 

20 

20 

13 

5- 1 

6- 1 
2*6 

61 

05 

08 

10-0 

12- 3 

13- 4 

20 

33 

34 

6-1 

7"5 

0-7 

39 

24 

42 

7- 0 
i-l 

8- 2 


11-2 


12-7 


30-2 


10-3 


20-0 
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The Table LXXXII shows that quite a high percentage of even the upper 
grade families is under debt and the financial condition of about 15 per cent 
and certainly of 8-3 per cent families who belong to the lower grade is beyond 
any hope of recovery. 

The relationship of poverty and disease will be discussed elsewhere. 
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CHAPTER VII. 

Special Groups. 

We have briefly described the famity organisation, in its various bearings 
in Chapter VI. A number of special studies pertaining to certain stations of 
life suggest themselves in the course of this description. Some of them merit 
separate treatment as otherwise they would over-burden that chapter with 
inappropriate material, and would blurr the general picture, We have, there- 
fore, given additional space to information collected on certain addenda to 
the General Individual Schedule. 

The Married Women . — The mother is the hub of the family life. It is in her 
womb that the foundations of life are laid. An intimate study of the married 
women in different places is required to understand the problems of health 
and disease concerning her, her progeny and the family as a whole. In the 
present survey we cannot enter upon such a detailed study because it requires 
continuous observations and specially designed investigation. Here we shall 
content ourselves with one aspect of material experience namely in its 
bearing on population growth. 

Age at marriage and age at cohabit . — We have already seen that there is, 
on an average, an interval of one and half years between the age at marriage 
and the age at cohabit. However, as may be expected the period of post- 
ponement of cohabit after marriage regularly decreases as the age at marriage 
increases (vide Table LXXXIII). 

Table LXXXIII. 


Relationship Between the Age at Marriage and the Age at Cohabit. ' 


Age fit Marriage 
(la years). 

Number. 

Cumulative 

percentage. 

IMld-point of 
class inter- 
val (In years). 

Average nEe 
at cohabit 
(in years). 

Period ot post- 
ponement or 
cohabit after 
mnrriage (in 
years). 

—10 

412 

21-0 

s 

11-4 

2-4 

—12 

?81 

67-9 

11 

12-5 

1-5 

—14 

491 

03-7 

IS 

13-4 

0-4 

—1C 

94 

98-6 

15 

15-2 

0-2 

—18 

1ft 

00-8 

17 


0-1 

—to 

4 

09-8 

19 

39-0 

0-0 

—25 

3 

100-0 

22-5 

22-5 

' 0-0 


While the average interval between marriage and cohabit is about two and 
half years for the bride aged 9 years, it is decreased by a year for a bride two 
years her senior. It is reduced to nil if marriage is postponed to age of 19 
years. 

Age at first pregnancy . — We have noted that the average interval between 
age at cohabit and age at first pregnancy is three and half years. 

Here again, in general the interval between age at cohabit and age at first 
pregnancy decreases with the age at cohabit (see Table LXXXIV). While 
m the first two age groups this interval is large, viz., 5-9 and 4*7 years respec- 
ivey, a or on it is more or less uniform ranging between 2 to 3 years. In 
e 08 1? 0 ^ ree w °nien who lived with their husbands after the age of 20 
} ars, e average waiting period before the arrival of the first child was only 
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T-*2 years, but the figure is small. It is rare for a pregnancy to occur between 

14 and 15 years. It is not till 16 years of age that the largest number of first 
pregnancies occur. From this discussion it would appear that brides under 

15 years arc immature and marriages at that age should be discouraged. 
Hero is an evidence in support of the view that minimum marriageable age 
fixed in the Sarda Act should be raised by at least one year. 

Table LXXX.IV. 


Relation shi]) Between Age at Cohabit and Age at First Pregnancy . 


Arc at cohabit 
(in yearn). 

Frequency. 

Cumulative 

percentage. 

Mid.potnt . 
Interval 
(In years). 

Average age at 
{!■ it pregnancy 
(In years). 

Interval between 
age at cnliablt 
and first prcg 
nnncy(ln years). 

-10 

20 

1-0 

0 

14-0 

5-0 

—12 

403 

30-4 

11 

15-7 

4-7 

—14 

*32 

85-4 

13 

15-8 

2-8 

—16 

imi 

07-0 

13 

17-0 

£-0 

— 1 $ 

24 

00-5 

17 

10-8 

2-8 

—20 

4 

00-8 

10 

21-5 

2-!i 

—25 

3 

1000 

22 v 

23-7 

1-2 


Table LXXXV. 

Relation Between Age at Marriage and Age at Widowhood. 


Age at marriage 
(In years). 

Frequency. 

Percentage. 

Mid-point of 
age at marriage 
(In years). 

Avcrngc nge at 
widowhood 
(In yenrs). 

Avcrngc 

interval between 
marriage and 
widowhood 
(In years). 

—10 

, . 

104 

i 

30-0 

O 

37-1 

28-1 

—12 


200 

40-4 

11 

35-0 

24-0 

—14 

. 


12-4 

13 

32-6 

10-0 

—16 


■ 

1-5 

16 

28-1 

13-1 

—18 

• 


0-0 ' 

17 

47*5 

30-G 

—20 

* 

■i 

0-2 

10 

41-5 

28-5 


Age at marriage and age at widoidhood. — Earlier marriage naturally exposes 
a girl to the risk of earlier widowhood. Table LXXXV which gives the informa- 
tion about the average age at widowhood against age at marriage fails to 
bring out this point. Considering only the first three classes according to age 
at marriage, it would appear that the average age at widowhood is between 
32 and 37, irrespective of the age at which she married. The period of married 
life amongst those who become widows averages from 20 to 28 years. After 
deducting the prematurity period the remaining married life is insufficient to 
permit a woman to give expression to her full reproductive capacity, for we 
find that the average number of terminations under 35 years which is the 
average age at widowhood is only 5*5 as against the average of 6-7 for completed 
reproductive lives without loss of husbands. Thus a widow may be expected 
to contribute only about four-fifths of her quota of children. Since 29 per 


t 
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cent of women become widows, the cheek on population growth on account 
of the customary prohibition of widow remarriage is not inconsiderable. Thus 
there is roughly G per cent reduction in birth rate from this cause alone. Tak- 
ing differential fertility at various ages under consideration this calculation is 
subject to the objection, that due weightage 1ms not been given to the age 
distributions of the women who did not become widows, and to the age distri- 
bution at widowhood. If, wc apply the rates of contribution at various 
age groups of married women excluding widows to the widows at various age 
groups, wc find that the total contribution of the widows would have been 261 
as against 4,149 of women who did not become widows. In other words, 
the loss of reproduction due to widowhood amounts to about. (5 per cent of 
what it would have been, if there had been no widows. This method of cal- 
culation is open to the objection that the present age of widow does not take 
into consideration the actual period of widowhood prior to the date of investi- 
gation. The present calculations assume a uniform period of 5 years of 
widowhood which is an underestimate and therefore loss of reproduction 
caused by widowhood as given above is also an underestimate. Both 
methods give us the same estimate which is, however, admittedly an under- 
estimate. Our data permits of a more accurate estimate being made but- 
the elaborate calculations involved in this work have not being carried out. 

Inter-relation between certain social factors. — Social customs may sometimes 
be related to economic conditions and it may be pertinent to ask whether the 
average age of women at marriage, for instance, is related to economic cir- 
cumstances of the family. This does not appear to be the case, in the commu- 
nity under discussion. As between the three economic groups mentioned in 
Chapter VI the difference in the average marriage age is not significant, being 
11*2, 11*6 and 11-2 respectively for Groups I, II and III. 

While the economic condition does not materially influence the age nt- 
marriage, education scorns to do so, the average age at marriage for the illi- 
terates being 11*3 and for the literates (which includes the few girls -with 
higher education) 12*6 ; the difference is significant. 

In Table LXXXVI is shown the average number of terminations per 
married women inclusive and exclusive of widows and also for women (ex- 
cluding widows) who have completed their reproductive period. 


Table LXXXVI. 


Average Number of Terminations For Married Women Inclusive and Exclusive 
of Widows and for Completed Reproductive Life. 


A^rape 2Co. of term inn* 
linn pof married Etonian 

Axernco So. or tormina- 
tlous per married women 
cxamlftn* widow’s. 

A\ crane Xo. of trrmlnn- 
tli>iH per « email v it), 
eotiiplctccl rc-jm-dmdv 
Me ( includin'..’ iildon-). 

A\or !»!(■ Xn of termina- 
tions per womin for t lio~t* 

« hn Iibic completed 
tl.eir reproductive period 
(cN'cltidlnjr widow v). 

! 

3*3 

3-4 

5*5 

fi-7 


a* * r* yc " r f r t] 

iB 16 per cent. (Sec Mathen and Lnl, 1947 j ° 33 ° f ro P roduofclon rat0 due 
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Though the difference is small the lower average number of terminations- 
seen in column 2 as compared with column 1 is explained by the fact that the 
widows contain proportionately lesser number of women of immature age. 
It may be stated here, that these estimates ore probably below the actual, 
because some abortions might have been missed. More detailed information 
as regards the progress of fertility with age is given in Table LXXXVII. 

Tablk LXXXVII. 


Number of Terminations and Specific Fertility Bates For Women of Different 

Categories. 


Quinquennial ngc periods. 


Category. 

—10 

—20 



—35 

—40 

-45 

—50 

60+ 

1 . Bo. of women .... 

S3 

247 

310 

203 

243 

152 

150 

02 

303 

Average No. of terminated pregnancies 
for all married women. 

0-02 

0-00 

1-0 

3-4 

4-7 

5*2 

5-0 

5-4 

5-5 

Speiino fertility rates per woman, 
for quinquennial period. 

002 

0-56 

1-3 

1-5 

m 

0-5 


0-2 

0-1 

t l * 

i , 

2. No. of women 

1 

93 

240 

300 

238 

100 

i 

105 


44 

77 

Avtrago No. of terminations for 
married women excluding widows. 


' 0-50 

1-00 

3-63 

5*46 

5-80 

6-22 

6-48 

6-72 

SpcMflc fertility Tates per woman, for 
qltlnqucnnlnl period. 


0*54 

1-43 

1-04 

1-S3 

0-43 

0-33 

0-20 

0-24 

- . . 1 

3. No. of women 

. . 

4S3 

348 

205 

245 

580 

• • 

■ - 

•• 

Average No. of terminated pregnancies 
including widows malting adjust- 
ment for the period or widowhood. 

1 

•• 1 


2-03 

3*33 

J 

5-15 

0-00 


| 


Specific fertility rate per woman, for 
qnlnquonnlal period. 

•* 

0-40 

103 

1-30 

1-02 

0-85 

* * 

* * 

_ 

4 . No. of women .... 

S3 

232 

317 

200 

242 

152 

ICC 

02 

873 

Specific fortuity rate on tho haslB of 
deliveries in 1043 per woman for 
quinquennial period. 

0-00 

1-00 

■ 

1-34 

0-03 


0-27 

0-11 

0-02 


One of the main purposes for which maternity history is employed, is to 
gain knowledge about the contribution that the women may make towards 
probable increase or decrease of population in the near future. We have two 
sets of information from which this knowledge may he gained, at*., ( 1) the 
number of terminations for each woman up to the date of invesitgation and 
(2) the results of deliveries during the year 1943. In both cases-the abortions- 
and still-births are included but their number is small and these are not likely 
to seriously influence the main conclusions. The data are included in Table 

LXXXVII. , , . 

In order to give a visual idea of the progressive number ol terminations 

with advancing age the above data have been shown in Chart 6. It will be 
remembered that the number of terminations given in the Chart include 
abortions and still-births. Probably these are under-estimates, as some 
abortions are likely to have been missed However, the curves are fairly 
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Tegular, and more so when the widows arc excluded, or the widows and their 
terminations up to the age of widowhood have been taken into consideration. 
The inclusion of widows and their terminations lowers the curve. We have 
already made some comments in this connection(scc page 1 00). An additional 
reason may be the reduced contribution to reproduction by the husband during 
the period of sickness preceding death. At any rate it would be interesting to 
compare these curves with similar curves if they can be obtained for other 
-communities. In Table LXXXV1II are shown the fertility rates per thousand 
per annum calculated in three different ways referred to above. For purposes 
of comparison similar data has been included for the Ukrnin. Bulgaria and 
Sweden. 



-L'O 

—23 

31) 

I 

—35 

110 

200 

300 

son 

108 

280 

328 

806 

218 

204 

20S 

180 

41 

1% 

n 

Cl 

250 

22J 

33 

216 

273 

209 

7 

101 

200 

239 



Table LXXXVIII. 

Comparative Statement of Specific Fertility Rates per Thousand per Annum for 
Singur and for the Ukrain ( 1926-27 j, Bulgaria (192] -26) and Norway 
(1874-76). 


Arp Croup*. 


Sinjnu- nil nurrlfd woinrn 
Singur w omen excluding vklou, 

Singur women, 1013 c\iicrlrnrc milv 

Ukrain 

Bulgaria 

Norway . ... 


Comparisons given in Table LXXXVIII are interesting. In foreign coun- 
try the data include all women married or unmarried and births whether 
legitimate or illegitimate. Besides, by the term ‘termination’ live-birth 
only is usually implied. In the present investigation the termination includes, 
though as we have already observed, not fully, the abortions and still-births. - 
Again, we have included unmarried women and the question arises as to what 
extent the Singur data presented here are on par with the data of the foreign 
countries and in fact objection may be taken to the use of specific fertility ■ 
rate as applied to the Singur data for the reasons given above. However, 
in actual fact, abortions were rarely recorded, and still-births were very few ; 
we do not think that the inclusion of abortions and still-births really intro- 
duces any material error. During the year 1943, of a total of 322 termina- 
tions recorded there were only 5 abortions and 10 still-births, and it should 
be remembered that these data relate to immediate past. Abortions or even 
still-births occurring years ago are mostly forgotten. As we have obserVed 
prCTiouBly, all women above 20 are married and thus the married women 
and total number of women are synonymous. Between 15 and 20 years the 
-+l 0mei1 constlt V te P 6r cent °f the population, and for the sake of 
ma ^ ne § ect unmarried six per cent because unlike foreign 
tween 10 antn*w ^ ^ posed to risk of pregnancy. It is true that be- 
inclusion of P e . rce ntage of married women is 21*9 only, and the 

med girls in the group would entirely change the fertility 
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rate, but the above argument applies here with greater force. On the whole- 
the figure given in the table presents a better measure of fertility rate for 
girls between 10 and 15 years than the one calculated in conventional manner. 
In any case, no comparative figures for foreign countries are available. How- 
ever, there remains another important point for consideration, viz., the in- 
clusion amongst the married women of widows who constitute as much as 
29 per cent of women but who do not make any contribution towards repro- 
duction. Against this, we have the fact that in foreign countries unmarried 
women are included in the estimates of the specific fertility rate. The pro- 
portion of unmarried women may vary from country to country. Jn any 
case, their inclusion in the calculation justifies the inclusion of widows in our 
calculation for purposes of comparison. With the above introductory note 
we may compare the data presented in Table LXXXVIII. The point to note 
is that the Singur women make most of their contribution in earlier age groups 
than their European sisters, particular])’- those of Norway. Clear change 
in this respect occurs at the quinquennial period, 35 — 10. Since the pro- 
portion of younger woman in Singur population is also higher it stands to 
reason that a successful attempt towards the postponment of marriage by a 
couple of years beyond the maturity age would materially lower the total 
fertility rate whatever other advantages— social, cultural and biological — 
such a reform may bring about in its train. 

In the light of the above discussion it may be interesting to compare the 
Reproduction Rates calculated from our data (1943) with those of other 
countries (vide Table LXXXIX). 

Table LXXXIX. 


Gross and Ncl Reproduction Bales for Singur (1943) and Certain Ollier Countries. 


Country. 





Grow Reproduction Rate. 

Set Reproduction 
Rate. 

Singur (1013) 



• 

• 

2-940** 

1-130** 

♦Ukraine (1020-27) 





2«|fM 

1-070 

•Bulgaria (1920-27) 





•• 

1-440 

■fjforway (lon-ao) 





•• 


fltaly (1931) 






1-209 

-f European Hu*sla (1390-97) 





•• 

1030 

•ncumark (192u-3f.) 





1-103 (Including 
Illegitimate) 

1-012 

•Australia (1032-84) . 





1-047 

0*055 

•Prance (1033) 





1-003 

0-800 

•Sweden (1031) . 





0-615 

0-727 

•Germany (1933) 





0-S01 

0-C9S 

•England (1935) . 





0-800 

0-704 

•V. 8. A. (1933) . 




, 

1-044 

0-040 

•Japan (1020-31) 

• 

• 

* 


2-524 

1-6-10 


• Quoted Drain Population and -Fertility ljy 1). V. Glim and C. P. Blacker, Tlio Population Investigation 
+ Measurement of Population' Growth by It. It KucaynsU 1035. 

•» 'riio sex ratio at birth and the life table for the wholo of Bengal (1031 Census) have been u=c<l for 
Oalcdiatlons, 
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According to this calculation the Net Reproduction Rate for Singur is a 
moderate one. This is only a tentative conclusion because estimates based on 
one year’s experience of a small area are liable to error and the figures of Net 
Reproduction Rate quoted above are 15 or more years old for some countries. 
According to more recent calculations (1935) the Net Reproduction Rates for 
most countries are considerably lower ; thus the Ratio have been reduced 
to below 08 for Norway and to below 1*4 for the Ukrain in 1935. 


While the present experience may not justify much concern over the rate 
of growth of population, the great difference between the Gross and the Net 
Reproduction Rates for Singur as compared with the other countries points 
towards the excessive waste of life which takes place between birth of the 
girl babies and their reaching maturity. The Ukraine and Japan are the only 
other countries presenting similar differences but not of the same magnitude 
as Singur. 

Antenatal service . — A considerable amount of mortality to which reference 
has just been made occurs in infancy. Infant mortality is 137 and neonatal 
mortality is 75. The latter may be considerably reduced by efficient ante- 
natal and natal care. Women’s history concerning the antenntal care, has 
not been collected satisfactorily for 1942 ; but for 1943, 292 histories have 


been completed against 322 known terminations. The history of deliveries 
are recorded in the family schedules even when the woman is not present at 
the time. This would explain missing histories regarding antenatal cares 
in 26 instances. The 1942 records are available for only 194 women which evi- 
dently indicates large number of omissions. Unfortunately this part of the en- 
quiry is unsatisfactory due partly to the lack of training of the investigators 
and partly to the unwillingness on the part of women to give information. 
In future enquiries, therefore, special effort should be made to employ female 
workers to whom this part of the work may be entrusted and adequate train- 
ing should be given specially, if male workers are engaged. Combining the 
information for the two years, statement of antenatal care in relation to the 
kind of termination is given in Table XC. There were 4 abortions, 12 pre- 
mature live-births, 10 still-births, 461 full term live deliveries, 6 full term still- 
births and one twin birth. Exact information for 12 other cases was not re- 
corded. In majority of cases antenatal care was rendered by non-medical 
agencies, only 21 were attended by medical personnel. Only 5 women attend- 
ed climes and 321 were attended to at home. Although full instructions as 
regards classification of adequacy of antenatal care were given in the adden- 
dum itself, the investigators failed to follow them, and the records are un- 
reliable for this analysis. At most 5 women could have received adequate 
antenatal care. Even this is unlikely because adequate antenatal care has 
been defined as one complete physical examination; one other visit to the 
clime and at least 3 home visits. As we have seen, home visits were made 
in fairly large proportion of cases but this has little significance. Under the 
circumstances, it is neither possible nor desirable to enter into any discussion 
r egar g the value of antenatal care but the results of delivery according to 
.r e 1 ™ ?, T<ble X0 - B “ toped that in future surveys 
h. thrown or tt 6 antenatal oare eervice has been organised some light will 

If* i» preventing the risk to the mother 

newborn In this r* ^ 09slbjr 111 ren, *ering benefit of permanent value to the 
newborn. In this connection one should not lose sight of the fact that the 
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;problem of estimating tlie value, of antenatal care would require considerable 
analysis so as to eliminate the influence of other factors. 

Table XC. 


Antenatal Care Received and the Nature of Termination. 


Antenatal care received. 

X.iture of ToriiiiiMtfeiiis. 

Total. 

1 

Abortions. 

Premature. 

Full term. 

Dead. 

Alive. 

Dead. 

Alive. 

Attendance at Clinic 

_ 1 

0 

0 

W-r-: 

0 

5 

5 

Attendance at hou«c 

. ' 

1 

« 


prr. 

203 

321 

-V ft .... 

• 

s 

3 

3 


163 

107 

Total 

• 

I 

10 

■a 

■ 

401 

403 


Of the 21 cases in which expectant mothers were attended by the medical 
personnel in the prenatal period, 19 resulted in live-births and 2 in premature 
births. Three of these infants died. In the group of 279 cases in which the 
mothers were attended to by non-medical agencies 1 terminated in abortion, 
6 in premature still-births, 6 in premature live-births, *1 in full term still-births 
and 262 in full term live-births. Of these 35 infants subsequently died. There 
is no significant difference in the survival of the infants between the two 
-groups. 

Post-parlum service . — Information is available for 297 women who deli- 
vered in 194.3. Twelve of them received attention from medical personnel, 
23 from non-medical trained agency and 158 untrained persons. No service 
was rendered to 104 mothers. Only 18 women were adequately attended to 
which means that they received a visit from a health visitor or a certified 
midwife within 48 hours of delivery and at least 3 more visits subsequently. 
In 17 cases the service was inadequate, that is to say that one or the other 
-of these conditions was not satisfied. In the remaining cases post-partum 
■service was negligible or nil. Thus, much remains to be done in the field of 
domiciliary midwifery which is necessary for bringing about a reduction in 
1 maternal and neonatal deaths and for prevention of damage at birth. 

Pregnant Women. 

General Health. — There were altogether 73 pregnant women of whom 60 
'■looked healthy, 9 were obviously pale and 4 were oedematous. The discovery 
•of 18 per cent of sickly women amongst them, on inspection only, calls for 
farther investigation. 

Antenatal care was being given to only 2 out of 73 pregnant women con- 
tacted. One of them had not yet completed the 6th month of pregnancy and 
' the other was between 6 and 7 months. The distribution of the month of 
gestation from under 4 months onwards was fairly ev n except for a clumping 
together of pregnancies between 8 and 9 months; alsc then were only 2 women 
•in 9 months of gestation (see Table XCI). 























106 


Table XCI. 


Distribution of Pregnant Women According to the Month of Gestation and Ante- 
natal Care Received. 


Antenatal Clinic. 

Mont h of uextatton. I 

Total. 

—2m 


— im 

01)1 

— Cm 1 

' 

— 7li) 

— Sm 

— 9))l 

Dm 

Ves ... 

■ 

i 

. . 

. . 

m 

i 

. . 

. . 

i 

! 2 

No .... 

■ 

■ 

10 

s 

B 

■ 

11 

IS 

1 

71 

Tot ill 


■ 

10 

s 

■ 

14 

11 

IS 

o 

73 


From the administrative point of view it is of importance to know the 
distribution of pregnant women by villages. During the period of 11 months 
when the survey was conducted 73 pregnant women were discovered. How- 
ever, since villages were not revisited for purposes of contacting women who 
might have become pregnant after the visit to the village, and because the 
information relates only to the sample population, it cannot serve the purpose 
stated above. Of the 92 villages or parts of the villages which were separately 
numbered, pregnant women were contacted in 40 only. In the selected fami- 
lies of 20 villages there was only 1 pregnant woman, in 11 instances there were 
2 each, in 5 instances 3 each, and in 4 instances 4 each. Similar analysis for 
the whole population should be of value. 

Subjective symptoms were absent in 55 per cent of pregnant women. 
Tired feeling was complained of by 26 per cent, headache by 18 per cent, 
sleeplessness by 11 per cent, pain by 14 per cent, fever by 7 per cent, cough 
by 4 per cent and other complaints by 6 per cent. Thus tired feeling, pain and 
headache and in some cases sleeplessness are the main complaints. It has 
not been possible in this survey to relate symptoms with physical .signs. 
Further analysis shows that primipara experience the subjective symptoms 
more frequently than the multipara, and this is so with respect to each of the 
complaints recorded here except headache which is more frequent amongst 
the multipara. In general appearance there is no difference between the 
primipara and multipara. The data are too small for more detailed analysis 
in relation to parity. "While paleness may appear quite early in pregnancy, 
oedema is not common in that period. 


Infant. 

On relinquishing his dependent existence in the mother’s womb the new- 
born baby is subjected to tbe combined influences of his recent intrauterine 
experiences, his perilous journey to the outer world and the environment to 
which he is now exposed. Apart from the immediate risks of his life and 
well-being much of his new experience during the first year of life has a more or 
less permanent effect on later life. In a general health survey we cannot 
assess the nature of these various forces. All that we can hope to do is to 
touch upon certain important aspects of the baby’s environment and on the 
progress m his development. Further remarks as regards illness and the 
factors associated with it will be found in Chapter XI. 
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Place of birth. — The information is available for 258 infants. Of these 
239 were born in the village and 19 outside the Health Centre Area. All 
but four babies, out of 256, for whom information is available, were born at 
home, two women were delivered in the Maternity Home at Singur, one in 
Singur hospital and one in a hospital outside. Thus institutional deliveries 
are not popular. 


Table XCII. 


Distribution of Deliveries According to the Agencies. 



Agencies, 



Doctor. 

Health 

Visitor. 

Mldirlfo. 

Dal. 


None. 

Total. 

Vo 

m 

■ 

10 

ISO 

78 

3 

2B9 

Percentage . 

wn 

■a 

3-0 

ei-8 

80-1 

1-2 

•* 


As may be seen from table XCH, Dais attend over three-fifths of the deli- 
veries (62 per cent). No professional assistance is called for in one-third 
cases of which 1 per cent are unaided deliveries. Professional service of 
doctors, health visitors and midwives is availed of in 7 per oent of cases 
only. 

In regards to domiciliary service opinions are divided. One view is that 
the Health Agency should try and contact the pregnant woman as early as 
possible, arrange for thorough examination, popularise the clinic visits to 
give advice and provide antenatal supervision. By doing so the abnormal 
conditions likely to complicate delivery could either be corrected or cases 
sent for institutional treatment and deliveries. Normal labour could be left 
to the trained dais who would understand that cleanliness was all that was 
needed and undue interference cannot do any good but might do harm. 

The other view is that " a friend in need is a friend indeed l” Therefore 
the popular demand of professional assistance at the time of delivery even 
in normal cases should be met to allay the anxiety of the mother and relations 
and thus ensure co-operation in carrying out other public health policies. It 
remains to be Been which of these views ultimately prevails and with what 
results. 


Table XCIII. 


Distribution of Postnatal Attendance According to the Agencies. 





Agencies. 




• 

- 

Doctor. 

Health 

Visitor. 

Mldwlfo. 

Dal. | 

Relation. 

Vonot 

Total., 

1 

Vo. ... 

■ 

10 

> 

8 


70 

82 

7£ 

217* 

Percentage 

HOI 

Wmm 

8*1 


£0-0 

, 31-9 

28-0 

** 


•The number oflnfantc lnoluded In the table m 257. 1 In three Instance* more than one agency attended. 
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Table XC1I provides informations about postnatal attendance. It will 
be observed that the mother receives no assistance in 28 per cent cases and 
only the help of the relatives in another 32 per cent cases, dais visit postnatally 
in 30 per cent and health visitors in 6 per cent of cases. Attenadance by 
ntidwives and doctors are less frequent as they attended only 3 per cent and 2 
por cent cases respectively. 

The weight at birth is rarely taken. In the present series only 2 babies 
were weighed, one being 6 lbs. and the other 7 lbB. 

All the infants were fortunate in having their mothers alive during infancy. 
From table XCIY it will be seen that about two-thirds of the babies below 11 
months of age are entirely breast fed and the remaining one-third receive 
cow’s milk, in addition to mothers’ milk. In two instances, the supplementary 
milk used is dry milk. In four cases the infant receives supplementary milk 
before the age of 3 months presumably due to the insufficiency of mother’s 
milk, an equal number do so between 3 and 4 months. As their age advances 
more or more babies take outside milk in addition to mother’s milk, and after 
10 months the number of such infants is greater than those entirely on breast. 

Table XCIV. 


Distribution of Infants According to Age and Milk-feed. 


MUk-fned. 

Again 

Week. 

Age in month. 

Total. 

Per teat. 

i 

rH 

S 

7 

f 

— 3m 

1 

— 6m 

a 

7 

u 

f 

i 

§ 

JL 

1 

7 

Mother 'a only 
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2 

12 

22 

28 

It 

12 

18 

12 

13 
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21 

173 

80S 

Motnrr't and freah 

■1 

D 

0 

4 

4 

7 

7 

12 

7 

a 

7 

20 

88 

330 

Mother'll and dry 


0 

0 

0 

0 

0 

0 

0 

1 

D 

1 

0 

2 

0 * 

Total 

2 

a 

12 

20 

32 

23 

19 

Q 

jgj 

22 ] 

10 

a 

201 



Other /eeds.— Over three-fourths of the babies do not receive any food 
other than milk. Fifteen per cent get cereals and 8 per cent sago. Fruits 
and green vegetables are rarely given. Two infants received cereals or sago 
early as under three months and 7 others before they were six months old. 
This is not desirable because at such an early age they cannot digest starch. 

Table XCV. 


Distribution of Infants According to Age and Other Feeds. 
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Teeth. — According to the American standard, two lower central incisors 
'erupt between 5 to 9 months and the two upper central incisor come out be- 
-tween 8 and 12 months. It is generally believed that, in this country, teeth 
begin to erupt from 6 months onwards and making allowance for one months’ 
delay, we should expect that majority of 132 babies above 6 months of age 
to have cut 1 to 4 teeth. One should at least expect that half of the 50 infants 
'.between 6 and 8 months and all the 82 infants between 8 and 31 months, i.e. 
.107 out of the 132 infants between 6 and 11 months should have cut some teeth. 
.Actually, only 45 or 42 per cent of the expected number possess one or more 
\ teeth (Vide table XOV(A)). Again, if we expect the eruption of at least 
one tooth between 6 and 8 months, two between 8 and 9 months, three between 
9 and 10 months and four between 10 and 11 months the 132 babies should 
have had 296 teeth between them. Actually the number is 210. Thus, we 
find that tooth eruption is much delayed amongst Singur babies. However, 
-some infants have erupted a fair number of teeth — five teeth in five cases; 6 
teeth in 6 cases, 7 teeth in 1 case, 8 teeth in 5 cases and 9 teeth in 2 cases before 
-completing 11 months. We have no information, as to -when they cut their 
first tooth. ’ 


Table XCV(A). 

Distribution of Inf ants According to Age and Eruption of Teeth. 


Teeth. 

Age. 

Total. 
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0 

0 

0 
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0 

0 

0 

0 

0 

0 
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0 

1 

4 . 
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0 

0 

0 
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0 
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0 
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14 

17 

5 . 

O 
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0 
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0 

1 

1 

3 
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0 

0 

1 

5 
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O 
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0 

0 

0 

<° 

0 

0 

0 
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m 
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8 . 
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0 

O 

0 

“ 0 

0 

0 

0 


i 

m 

5 

-9 . 
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0 

0 

0 

0 

0 
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0 

0 

0 

a 

2 

' Total . 

o 

0 

10 

25 

31 

23 

10 

30 

20 

22 

13 

47 

251 


General Development. — None of the infants below 3 months could hold up 
theheadandonly,5outof32 conld do so when they were between 3 and 4 
months ( vide Table XCV(B)). Out of the 42 infants between 4 and 6 months 
13 were able to hold up their head, which they were expected to do, at the age of 
4 months. Nineteen out of 68 infants were more advanced than average in as 
much as they were able to sit without support before they were 10 months 
old. However, out of the 50 infants between 10 and 11 months who should 
have been able to sit up, only 37 could do so. None of the babies was able to 
crawl before he was nine months old and the first baby to crawl is between 
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General Development of Infants. 



Pre-School Child. y. 

> awj«t«35Sw?a 

SSSSWr to 
the toddler’s life pertaining to the food promem 10 

general development. cent o£ the toddlers 

Breast feeding Bhould stop at 10 monthB but 432 lfi sC yj it would 

in Singur have not yet been completely yeaned bto ^ ^ ^liday. 
appear that only 5 per cent had completed weaning b< tin re ^ breast feedmg 
The process is very slow, and the most common g ien ts cannot afford 

stops is two years. This is largely due tothe fact t*at pa 
cow’s milk as may l>e seen from table XU VII. 



Table XCVI. 


Distribution of Pre-School Children According to Age at Weaning. 
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B 

T 

B 

a 

1 

— 12m 

s 

•a 

H 

1 

3 

2 

1 

a 

r-4 

©1 
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22 
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19 
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Table XCVII. 


Distribution of Pre-School Children According to Age and Quantity of Milk 

Feed. 


— 

' — ! 

2 yre. 

— : 

3 yre. 

— 

4 yre. 

- 

-6 yre. 
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No. 

D 
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% 

No. 

or 

/« 

No. 

0/ 
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% 
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62 
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87 

40-8 
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57*3 
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—10 ox. 

86 

62-1 

77 
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60 
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OS 
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16 
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22 
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17 
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16 
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71 
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Table XCVIII. 


Distribution of Pre-school Children According to Age and Pegularity of Milk. 



Tedding Ago. 

Total. 


—2 yis. 

— 3 yrs. 

— 4 yre. 

— 5 yrs. 

Regular . • •’ * ■ 

76 

71 

41 

52 

239 

Total No. 

168 

186 

178 

211 

741 

7«r cent of Regularity 

40*0 

38*2 

23-0 

24*3 

82*3 


It will be seen from table XCVII that 38 per cent of children between 1 
And 2 years, 47 per cent between 2 and 3 years, 57 per cent between 3 and 4 
and 61 per cent between 4 and 5 receive no milk at all ; 52 per cent, 41 per- 
cent, 33 per cent and 32 per cent for the above mentioned age groups respective- 
ly receive less than 10 oz. of milk. Eight to 12 per cent are given more than 
'that quantity, at different ages (see Table XCVII). One must not, however, 
forget that all children who are fortunate enough to get some milk do so every 
day. Only 46 per cent, 38 per cent, 23 per cent and 24 per cent of children 
^between 1 and 2, 2 and 3, 3 and 4 and 4 and 5 years respectively have 
regular milk feeds. (See table XCVIII.) 
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What is missed because of scarcity of milk is not always made up by other 
Articles of diet rich in biological proteins (see tables XCIX and C). Less than 
2 per cent of children under two years get meat and that too occasionally,, 
none of them take any egg and more than half (54 per cent) do not take any 
fish. Thirty one per cent eat fish occasionally and 15 per cent twice a week 
or more often. Only 40 per cent of these young children take green vegetables- 
•daily and another 31 per cent have them less frequently. Emits are more- 
scarce, only 6 per cent are able to get some fruit twice a week or more often. 
and 31 per cent less frequently. About 22 per cent of them do not even- 
have cereals. Between 2 to 3 years the child has a somewhat better chance- 
of getting meat occasionally and about 71 per cent of them have fish though 
only 20 per cent are lucky enough to have it twice a week or more frequently. 
Some sis per cent may have eggs occasionally. Green leafy vegetables are* 
commonly taken (88 per cent) but they arc available daily to only 56 per 
cent. About 53 per cent have some fruit. Barring 6*5 per cent cereals are 
taken by all. When the child gets a little older that is between 3 and 4 years 
his chances of getting meat, fish and eggs improve, as 12 per cent may have 
meat though only occasionally, nearly 91 per cent eat fish and 9 per cent eggs. 
Green leafy vegetables and cereals are available to all but 2*3 per cent and. 
half the children also get fruit. All children between 4 to 5 years have cereals 
and practically all of them have green leafy vegetables ; fruits aTe available 
to about 56 per cent. Meat is taken by Borne 14 per cent and fiBh by 94 per 
cent though occasionally in most instances, but eggs are available to only 
13 per cent mostly less than twice a week. 

Table XCIX> 

Distribution of Pre-School Children According to Age and Intake of Vegetable Food.. 
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Table C. 

Distribution of Pre-School Children According to Age and Intake of Non-Vege- 
tarian Food. 


Ape. 



Animal fond. 

— 2 yra. 
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1 
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With such poor diet, it is no wonder that growth and development is slow 
and slunted. We have already made a reference to the low standards of 
height and weight of Singur children as compared with those of the Western 
countries, hut a closer examination reveals highly unsatisfactory conditions* 
Two to six per cent of children varying according to age are rickety ( vide 
Table Cl), and quite a large percentage have delayed dentition. While nor- 
mally 20 teeth should appear by the end of the 2nd year, only 38 per cent, 
82 and 99 per cent of the Singur children between the ages of 2 to 3, 3 to 4 and 
4 to 5 respectively had 20 or more teeth. Strangest of all was the delay in 
the closure of anterior fontnelle. The bones should normally join by the 
14th month but as may be seen from table Oil, 69 per cent of the children 
between 1 and 2 years, 42 per cent between 2 and 3 years, 12 per cent between. 
3 and 4 years and over 1 per cent between 4 and 5 years of age had patent 
anterior fontanelle. 

Table Cl. 


Distribution of Pre-School Children According to Age and Presence of Rickets. 


Illckets. 
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Table Oil. 

Distribution of Pre-School Children According to Age and Condition of Antmor 

Fontandle. 


Anterior Fontiwclle. 

1 Age. J 

V 

1 Total. 

-2 yrs. 

— 3 yra. 

— lyre. 

— 5 yra. 

Open . 

11*2 

77 

22 

3 

214 

Closed .... . 1 

30 

108 
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211 

524 

Percentage open 

00 1 

41*6 

12-4 

14 

29-0 


Functional development of our children is also greatly retarded ( vide 
Table CIII). About one fourth of the children between 1 and.2 years are still 
crawling, 7-6 per cent of them between the age of 2 and 3 years still require 
support for walking, and 7 per cent 3 to 4 years old are unable to run about. 

Table CIII. 


Slate of Functional Development on Pre-School Children. 


Functional dsTolopment. 
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Normally a child should be able to speak in simple sentences by the end 
of the second year and should rapidly acquire coherent and intelligent speech 
thereafter. With many Singur children that is not the case (vide Table CIV). 
About 64 per cent of them between 1 and 2 years, 27 per cent between 2 and 
S years and nearly 3 per cent between 3 and 5 years are not able to speak. 
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Table CIV. 

utstnbution of Pre-school Children According to Age and Ability to speak . 





- 

Age. 


Total. 


—2 yre. 

— 3 yre. 

—4 yra. 

— 6 yra. 

Speaking .... 

• 

• 
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573 

Hot speaking . 

• 

i 
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7 
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Beroontage not speaking 

• 

• 

64-2 

27-0 j 

2-8 

3-3 
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We have made a reference to malnutrition as an important casual factor 
in the retarded growth and development of the children. There are un- 
doubtedly other factors such as frequent illness to which reference will be made 
later. Racial factors, heredity, etc., may also contribute their shares but 
there can. be little doubt that a great deal can be done towards bringing the 
inafnts and children nearer to passable standards if sicknesses amongst them 
can be prevented or reduced and their nutrition improved. Perhaps if there 
is one thing more than any other which will help their growth and develop- 
ment and give them a chance in life, it is the provision of good, clean, whole 
milk in sufficient quantities. 

School Child. 

The first step in the progress of public health must necessarily be the 
•dissemination of scientific knowledge about health and disease. We have 
Already observed the state of knowledge with regard to the family as a whole. 
It has been suggested that school children are the most suitable section of 
the public to imbibe health knowledge and to carry out health practices be- 
cause a deep impression of the essential scientific basis of health practice 
•can be made and hygienic habits cultivated. In table CVI a summary of 
the results of interrogation of children attending schools is given. 

It is also believed that the school child would act as an ambassador of 
health for the whole family. However, children attending schools constitute 
only 6 per cent of the population and about 21 per cent of the children of 
schoolgoing age. It wifi be observed that not more than 28 per cent of the 
sohool children possess elementary knowledge of infection as the cause of 
disease. The mean age of this group of children is 10 years. The poverty 
of knowledge in this respect is disappointing for a community living so near 
to and in such close contact with Calcutta. These remarks apply with added 
force to the state of knowledge of the sohoolgoing children regarding the role 
of common insects like flies and mosquitoes in the transmission of disease. 
Knowledge regarding the faecal matter as a source of infection is also poor, 
78 per cent of children being ignorant. Essential knowledge regarding the ' 
management of a well is possessed only by one quarter of the children and 
.about 30 per cent of them understand the importance of milk for growth. 
It may be noted with regret that milk is not generally available for these 
children. .In a recent survey carried out in certain villages in Singur Health 
Centre Area by Sen, Seal and Sankaran (1945) to which a reference has already 
been made, it was found that nearly 50 per cent of school children did not 
get any milk, 46 per cent received less than 10 ounces daily and only 4 per 
•cent had more than 10 ounces of milk. 
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Table CY. 


The State of Knowledge of School Children in Health Matters and Sickness- 

absenteeism. 


Knowledge regarding specific health matters and Slot-Absenteeism. 


Children. 

Infection, 

Inseots. 

Faeces 

disposal. 

[ Water 
supply 
protection. 

rood. 

Exercise. 

Percentage pMMeslng specific know- 
ledge. 

2B-0 

18-4 

22-4 

26-6 

30-4 

34-1 

Percentage of slek-absentess among 
those possessing the knowledge. 

37*1 

39-3 

39-8 

32-3 

36-8 

87-6 

Percentage of slck-absentees among 
those who do not possess the know- 
ledge. 

42-2 

12-5 

41-2 

43-7 

42-6 

42-5 

Average period of slck-absenteelsm In 
weeks, for those possessing the 
knowledge. 

2-95 

1-41 

1-57 

1-18 

1-76 

1-58- 

Average period of slek-absenteelsm In 
weeks, for those not possessing the 
knowledge 

2-22 

2-45 

2 46 

2-63 

2-48 

2-61 


In table CV an attempt bas been made to correlate the possession of health 
knowledge -with sickness experience (sickness absenteeism) and the duration 
of sickness. It will be observed that there is a consistent advantage for 
those who possess this elementary knowledge than those who do not. The 
difference is greatest amongst the group who know how to manage a well and 
the one that does not possess this knowledge. These differences are not signi- 
ficant, but the consistency of the data cannot be ignored. However, the 
reason for these differences may be other associated factors and not necessarily 
the possession of the specific knowledge. 

Health practices . — Mere knowledge about elementary health matters would 
be of little avail if the children did not practice health habits. The position 
in this regard is more satisfactory except for posture and management of light 
during reading (vide Table CVI). About two thirds of the children are satis- 
factorily practising health habits as regards the regularity of food, regularity 
of evacuation, mouth hygiene and elimination of lice infection, but the pro- 
portion is reversed as regards cleanliness of nails and tidiness. Fifty-eight 
per cent of the children are in the habit of taking bath and attending to their 
personal cleanliness and 52 per cent habitually play outdoor games. Teeth 
are attended to by nearly 50 per cent of children and as many as 56 per cent 
of them keep and use handkerchief. There is remarkable difference between 
the percentages of sickness absenteeism (88-4) and between the average periods 
of sickness (4 - 7 weeks) to the advantage of those who keep and use handker- 
chiefs hut it can be presumed that a child practising this detail of personal 
hygiene is also practising other health habits which help to keep it free from 
sickness. In these health practices the greatest difference as regards sickness 
absenteeism is to be seen amongst the group of children who take regu ar 
bath and those who do not. However it is not statistically significant. Next 
m magnitude, the advantage lies with the group of children practising mouth' 
ygicne and those taking food regularly. Other items of health practices- 
appreciable differences are outdoor games, posture, reading 
None of these are, however, statistically significant. 


light and tidiness. 















Relation Betiveen Health Practices and Sickness Absenteeism. 
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CHAPTER VIII. 

Nutritional Assessment. 

One of the most difficult problems facing the investigator is to determine 
the nutritional status of an individual without carrying out a series of elaborate 
biochemical tests which are beyond the realm of practicability in a survey 
like this, unless unmistakable Bigns of vitamin deficiency are present. Various 
indices have been designed to assess general nutrition but none of them have 
found universal acceptance. The best approach to the problem appears to be a 
systematic clinical examination as discussed in the introductory chapter under 
method. Here again, difficulties arise in setiological discrimination for certain 
conditions e.g., anaemia which may arise from a variety of causes including 
mal-nutrition As will be seen below, we have not always been able to steer 
clear of these difficulties. We shall have something more to say on this sub- 
ject when discussing iron deficiency. However, it may be claimed with fair 
justification that as regards the main proximate principles and vitaminB a rea- 
sonable degree of accuracy has been attained so far as clinical evidence of any 
mal-nutritidm is concerned, without any reference to the subclinical functional 
deficiency or the desirable or necessary reserve. 

Nutrition. 

The overall nutritional state of the community as determined by general 
appearance is poor, less than 57 per cent being selected as normal,* 37 per cent 
ob slightly subnormal and nearly five and a half per cent as moderately so. 
A little less than half per cent were markedly ill-nourished, {vide Table CVII). 

TABLE CVII. 


Extent of General Malnutrition. 


Central. Vitamin A 


Vitamin C I Iron, 


Oraden of deficiency. 


BltghUy deficient 
Moderately deficient 
Markedly deficient . 




3804 03-4 0251 09 0 5709 00-6 3800 61* 
404 6-4 54 0-9 580 0 3 2427 585 



Of tlve specific deficiencies slight lack of iron was most frequently met 
with. Only 61 per cent of population was classified as normal, 39 per cent 
slightly iminmic and 0-4 per cent mod ratcly so. Some vitamin A deficiency 
was also noticed, a little less than 72 per cent of the people being found normal, 
27 per cent slightly deficient and Mi per CCD t moderately deficient. In two 
instances marked deficiency was observed. Mention may also be made of 
cfinency m vitamin C. In t his respect 90-5 per cent "were found normal, 

la tfArroT thc‘*> uintUai Aw.^'lrnttl d'firirnrlc*. f.|»a»- refit »o the cmielmflnr remark* 






























119 


9*2 per cent slightly deficient and 0-3 per cent moderately deficient. The 
position regarding vitamin B 2 was also not quite satisfactory, as over 6 per cent 
of the population showed signs of slight deficiency, and 0-2 per cent of moderate 
deficiency. In respect of vitamins Bj and D no deficiency of any conse- 
quence was discovered by ordinary physical examination. 


Sex distribution of deficiencies. 

Tables CVIII and CIX set out information regarding the nutritional condi- 
tion of the two sexes. Generally speaking the females are more poorly built 
than the males. There is but little difference in respect of specific deficiencies, 
except perhaps in respect of vitamin A, in which slight deficiencies are more 
frequent in the males than in the females and iron deficiency is more pronounced 
amongst the latter than amongst the former. 

Table CVIII. 


Summary of Nutritional Assessment of the Male Population. 


Grades of deficiency. 

| General. 

Vitamin A 

| Vitamin B, 

Vitamin B, 

j Vitamin C 

^ Vitamin D 

Te. 

No. 

P.C. 

No. 

P.C. 

No. 

P.C 

i 

No. 

P.C. 

No. 

m 


m 


m 

normal . 

1026 

50-3 

2207 

60-8 

3211 


3008 

02-6 

2046 

1 

00-7 ! 

3220 

09-2 

2054 

fij 

Blight 

1171 

30-1 

010 

28-3 

35 

m 

231 


201 


24 


1183 


Moderate and marked 

150 j 

4-0 

61 

1'9 

1 

•03 j 

8 


10 

m 

3 

m 

10 j 

ES 


Table CIX. 


Summary of Nutritional Assessment of the Female Population. 


Grade* of deficiency. 

General. 

Vitamin A 

Vitamin B, 



Vitamin D 

r 

i 

'f 

No. 

P.C. 

No. 

P.C. 

No. 

P.C. 

No 

’ 

P.C. 

No. 

P.C. 

No. 

P.C. 

No. 

P.C. 

Normal . 


04-2 

2255 

BBi 

3033 

00-0 

2880 

94-2 

2703 

90-2 

3031 

98-0 

180G 

58-0 

Slight . 

1188 | 

38-8 

76C 


30 

DU 

173 


280 


30 


1244 


Moderate & marked . 

216 

7-0 

43 

M 

1 

| 0-0 

5 


12 

m 

3 


14 

0-5 


Age distribution of deficiencies. 


On the whole, nutritional condition in childhood is not quite satisfactory. 
Adolescence and early adult life is associated with the best nutritional condi> 
tion. A fairly good nutritional condition is found up to the age of 35 yearn. 
Later in life there is more or less progressive decline in general nutrition, the 
most unsatisfactory state being observed in persons over 65. It is particularly 
distressing to note that some of the worst cases are observed in childhood, 
particularly between 6 and 10 years amongst whom 9 per cent are advanoed 
cases (vide Table OX). 
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Uoderate 




963 933 743 653 653 462 408 343 340 109 231 431 6311 
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Iron deficiency is not limited to any particular age group. However, a 
.smaller proportion of children and adolescents suffer from iron deficiency than 
the adults, middle aged persons and the old people. The last exhibit iron defici- 
ency more frequently and in greater degree than other groups. It is, 
however, somewhat surprisin gthat relatively more advanced cases are found 
.amongst children than amongst adults. 

Separate analyses for deficiencies in males and females have been carried 
out and the expected numbers have been calculated for general nutrition, 
.and vitamin A and iron deficiencies (see Appendix VI(B)). The results run 
more or less parallel. As regards general nutrition the deficiency commences 
at an earlier age amongst the females, though more advanced cases are seen 
with greater frequency amongst male children. Such differences in vitamin 
A deficiencies as exist between the two sexes are manifest at all age periods, 
except in the group 55 and above the women show disproportionately larger 
number of deficients but the deficiency is only slight. In regard to iron de- 
ficiency the females show more frequent cases of anaemia consistently in all 
-age groups. Advanced cases are also to some extent more frequent amongst 
them. 


Seasonal changes. 

t- 

In all ill-nourished community, depending as it does for its food supply 
mainly on local products the variation in the available food at different times 
of the year should be reflected in the nutritional status of the people. Tables 
have been constructed for deficiency in general nutrition and in certain factors 
(see Appendix VI(A-G)). They do not show consistent changes in the general 
nutritional condition between January and August in the haemoglobin content 
of the blood and in vitamin B x . The vitamin A deficiency appears to become 
somewhat less frequent in summer and early part of the rainy season. The 
chief source of this factor is the green leafy vegetables which are in abundance 
after December. Our data suggests that a period of 3 months or so is required 
for recovery of slight grades of vitamin A deficiency. But severe eases may 
continue to show signs of deficiency for a longer period. Unfortunately our 
data are incomplete, as the survey was discontinued in August. It would bo 
interesting to see whether the scarcity of vegetable during the rainy season 
again depletes the vitamin A reserve and how quickly signs and symptoms 
reappear. Without undue emphasis on the higher frequency of the degree of 
vitamin A deficiency as noted during the last two weeks of the survey there 
is a suggestion of greater frequency of vitamin A deficient persons early in 
August. It would be interesting to make further investigation on the seasonal 
variation of vitamin A deficiency especially from August onwards. 

It is interesting to note that though the differences are small the vitamin 
B„, vitamin G and vitamin D deficiencies are more marked during January 
and earlier part of February, The interpretation of recovery from vitamin C 
-deficiency in the following months is understandable because of the availabi- 
lity of green vegetables early in spring. We refrain from commenting on the 
seasonal changes in the frequency of vitamin D and B 2 deficient persons because 
the explanation would be highly speculative. jHerc. again oomplete data for 
.the year would be desirable. It must be remembered that these observations 
tfor different periods have not been conducted on the same person nor in the 

l 
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Bauie local aiea. We have more or less moved from north western unions ol 
Sin gift and Balarambati to the southern unions of Bora and Begumpur in the 
later part of the survey. Begumpur with its extensive cultivation of betel 
leaves is richer than other areas, and Bora is the poorest union. However, 
we believe that the seasonal changes that have been noted in regard to the 
vitamin A and perhaps vitamin C are partly due to seasonal factors apart 
from any local economic differences. 

General nutrition and occupation. 

The ill-nourished belong chiefly to the groups “ at home ” and “ at school 
In other words, the worst sufferers are children, women and old people {vide 
Table GXVI). 


TABLE CXVI. 


General Nutrition According to Occupations. 


Grades cfdeflctency. 

Liberal 

profe- 

ssion. 

' , 
Land 

Lord 

At 

school 

At 

home 

Shop- 

l-ccper. 

Arll- 

Ran. 

Cnlti- 

vntor. 

Trans- 

port 

labour 

Indus- 

trial 

labour 

Other 

abours 

Total. 

Normal 

. No. 

23 

0 

200 

m 

SO 

27 

780 

8 

81 

273 

3020 

Expelled . 

* 11 

23-0 

32 

210-4 


70 2 

10-4 

002-1 

3-71 

08-0 

231-0 


Might 

• »t 

10 

0 

101 

1392 

31 

G 

354 

O 

30 

140 

2307 

Exported . 

* tt 

15 0 

34 

143-4 

1493 7 

51-8 

12-7 

432-0 

3-71 

43-1 

104-7 


Moderate A minted „ 

1 

0 

24 

2SG 

2 

1 

2S 

0 

1 

23 

sor 

Expected . 

• tt 



«K>.0 

2310 

80 

2-0 

GO-D 

00 

7*0 

25-3 


Total 


1 

9 

3S3 

4000 

130 

34 

1102 

10 

121 

142 

0333 


General nutrition and wage earners. 

The non-wage earners exhibit more general malnutrition than the wage 
earners both in frequency and in degree. In interpreting this statement one 
should remember that there is a greater incidence of mal nutrition amongst 
women, children, and old people as already discussed, because it is from these 
groups that non-wage earners are almost wholly drawn ( vide Table CXVII). 

Table CXVII. 


General Nutrition According to Wage Earners. 


Grades ot deficiency. 

Yes. 

Jorcentage 
for yes. , 

No 

Percentage 
for No ’ 

Total. 

Normal . 

mm 

05-2 

2323 


, S3S7 

Plight .... 


31-9 

1740 


2339 

Moderate A' inerted . 

- 

mm 

2-9 

308 

■ 

305 

Tort* . | 

■ 


4371 

m 

0311 
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General nutrition and economic status. 

Table CXVIII gives interesting data. Malnutrition occurs vitli greater 
frequency in the economic group II than in the economic group T, and with 
still greater frequency in economic group III. In the third group the normals 
and subnormals are very nearly equal. However, the differences in the three 
groups, both as regards the frequency of malnutrition and its degree are not 
very marked. In other words, while the relative prosperity enjoyed by group 
I gives it a certain advantage, it is comparatively small. Assuming that 
.the poor physique is mainly an expression of nutritional deficiency, and there 
are reasons to support this assumption, the whole community suffers from 
lack of sufficient food even when the major part of the budget is devoted to 
it. Advancement in material prosperity which may raise the standard of 
living in matters other than fundamental bodily requirements will have to 
be of considerable magnitude, even though it may be admitted that other 
items than food would claim share of material prosperity before food require- 
ments arc fully satisfied. However, in this discussion we have to bear in 
mind the unusual conditions prevailing in Bengal at the time of investigation, 
although, as we have seen, this part of the country was not seriously involved. 

Taut.b CXVIII. 


General Nutrition According to the Main Economic Groiijis. 


Grades of deficiency. 

Group 1. 

Group IJ. 

Group III. 



I 

rxo. 

481 

£03 

427 

Normal 

. 

• 1 

Li’.C. 

CO-7 

03-1 

31-2 




[No. 

272 

;tC2 

330 

Slight . 


• 1 

ty.c. 

31-3 

ro-r. 

42-7 



1 

[No. 

40 

41 

48 

Modcrolo 

• ■ • « • 

• 1 

jr.c. 

.VO 

4-8 

5.8 



1 

[No. 

0 

4 

• 1 

Marked 

• ( t • * 

. i 

ty.c: 


0- 

04 



! 

TOW 7, 

703 

013 

831 


General nutrition and sickness. 

In Table CXIX data regarding the degree of malnutrition according to 
the history of sickness during 1943 are given. As one would expect the fre- 
quency and degree of malnutrition is greater amongst those who have had 
sickness than amongst others, and there is greater malnutrition as the period 
of sickness is prolonged, the only exception being the group that has been sick 
for over G months. However, the difference is not significant. From this 
observation it would appear 'that the sub-normal physical appearance which 
-has been taken as evidence of malnutrition is partly due to sickness during 
the proceeding year, particularly in eases in which it is more pronounced, 
but it is not wholly so because such a condition is not infrequently found 
amongst those who have had no sickness. This is a matter of considerable 
importance, because. assuming that 1 the sickness records are reliable as they 

i 2 
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•would appear to be so with regard tb the duration of sickness, we have a means 
of estimating physical sub-normalities due to poor food as against those caused 
by diseases, and it would appear that not an inconsiderable amount of poor 
physique arises from deficiency of food in this community ( vide Table CVII). 

Table CXIX. 


General Nutrition According to Sickness Histories During 1943. 


Grades of deficiency. 

Cholera. 

Diarr- 
hoea & 
dysen- 
tery. 


Influ- 

enza 

and 

com- 

plica- 

tions. 

Malaria. 

Measles. 

Miscel- 

lane- 

ous. 

Pneu- 

moni- 

as. 

Typh- 
oid and 
paraty- 
phoid. 

fNo. 

.Normal . . 


105 

50 

20 

760 

113 

78 

25 

23 

l_PC. 

501 

43-4 

50-5 

31-3 

47-3 

43-0 

4G-2 

05-8 

35-1 

fNo. 

Slight . \ 

8 

115 

30 

15 

722 

133 

70 

12 

15 

Ir.c. 

36 4 

47-5 

36-7 

38-5 

44-6 

51-4 

45-0 

31 -C 

3G-6 

fNo. 

Moderate . \ 

1 

21 

4 

4 

120 

91 

13 

1 

3 

{VC. 

•1 0 

8-7 

4-8 

10-2 

7-4 

mm 

7*7 

2-0 

7-3 

• No 

1 t, 

1 

0 

0 

10 

l 

» 

0 

0 

Marked . < X 1 1 

| 0 0 

0 1 

00 

; o-o 

0-6 

0-4 

i-2 

00 

. 00 

TOT„j. 

2*» 

242 

84 

i 

39 

1018 

250 

100 

38 

41 


Sickness is an indefinite term so far as its effect on general physique is 
concerned. Table CXIX sets out relevant data for only chief causes of sick- 
ness. Even for these diseases the figures are small but some interesting points 
may be noted. It would appear that ‘ recovery * from some of the acute 
diseases like cholera, pneumonia, and typhoid and paratyphoid fevers may be 
more or less complete, whereas diseases like diarrhoea and dysentery,' measles, 
malaria and other miscellaneous illnesses may cause considerable amount of 
physical deterioration which might delay ‘ recovery 5 to normal standard of 
physical fitness. These are crude observations and it is a question whether 
the so-called * recovery ’ from sickness or even from unrecognised disorders 
is merely a compensatory state of health in which the reserves of the body 
aie drawn upon to temporarily mask the damage to the extent that the patient’s 
sense of well-being is not materially affected and whether this compensatory 
state of health in a large proportion of people does not constitute an important 
factor in the unstable state of public health in this country. To this may be 
added the observation which has been made in a later chapter, regarding 
the lesser sensibility of ill-health amongst a population accustomed to stress 
and strain of life. 


General nutrition and spleen. 

re . mar ^ s EQ&de with regard to the share of sickness in causing 
f ma 7 k. e reviewed in the light of table CXX, in which comparison 

various AocrvfiL state * n persons with normal spleen and those with 

those with^enln™ enlargement. As between the normal persons and 

ge spleens there is a considerable difference both in regard 
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to the frequency and tlic degree of poor physique. To this extent, therefore, 
chronic malaria infection, even though it may he sub-clinical, is responsible 
for n low physical state. However, the problem may be looked at in another 
way, vis., that it may bo poor nutrition which prevents or delays recovery from 
enlarged spleen. Whichever may be the primary cause, it would appear that 
a vicious cycle is set up which could probably be attacked most efficiently by a 
combined attack on both the malaria and the nutrition problems. The degree 
of spleen enlargement is generally associated with frequency of malnourished 
appearance, but it is not consistent!}' so. 

Table CXX. 


General Nutrition According to Spleen Enlargement. 


Grade* of deficiency. 

Not Palp 
able. 

Palp- 

able. 

One 

finger. 

Two 

fingers. 

Thrco 

fingers. 

4 or 
moro 

flnqcrs. 

Total 

and 

spleen. 

Per- 

cen- 

tages 

ot 

spleen. 

Non-pal- 

pable. 

Normal . . No. 

3170 

m 

03 

107 

47 

27 

[ 3558 

i 

44*7 

58-0 

(•No. 

3077*0 

1 

m 

12Q*0 

fio*7 

39*0 





Expected . | p(j 

SS-0 

41*3 

r j - 

43*2 

37*2 

40*3 





Slight . . .No. 

tons 

1311 

51 

05 

05 

38 

2340 

388 

K23H 

30*1 

rSo 

202U-0 

115*7 


83*1 

45*3 

25*1 





Expected . . 

fp.r. 

30*11 

450 

30*8 

42*8 

53*7 

50-7 





Moderate and . No. 

28.1 

33 

14 

20 

11 

o 

305 

80 

0*4 

5-3 

marked 





• 






p\,. 

313*7 

18*0 


12*0 


1*0 





Expected . -| pc 

m 

10*7 

B 

1 

0*0 

I 

B 

B 





Total 

0422 

200 

128 J 

222 

121 

07 



■ 
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General nutrition and blood parasites. 

The relationship between general physique and the presence of malaria 
parasite in blood has been analysed in two ways, viz. (1) according to the 
species of the parasite, and (2) according to their sexual and asexual forms. 
Prom table CXXI it will be observed that although the differences are small, 
persons in whose blood parasites were found were also physically poorer than 
the others. Contrasting these findings with those having spleen enlargement 
it may be observed that blood parasites are not always present in the peripheral 
blood, besides, of course, being missed when they are present in small numbers- 
While the spleen enlargement does not necessarily indicate the presence of 
live malaria parasite in the body, it is perhaps a better index of malaria infec- 
tion than blood parasites. ThiB is particularly so in connection with the 
present discussion, because we are not concerned here with the actual infec- 
tion at the time of investigation, but with the effects of recent infection with 
malaria. The relative importance of the species of parasite in relation to 
general appearance is shown in table CXXI. The numbers are small and the 
differences are not marked. No significance can therefore be attached to 
this factor in the present study. Prom table CXXII it would appear that there 
is a slightly greater association between poor physical condition and the 
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presence of asexual form of t.lic parasite than with the sexual forms, although 
the differences are small. This is possibly due to the fact that the actual 
toxic effects of the parasites arc more operative in the aRoxunl than in the 
sexual form, although against this one may consider the longer duration of 
infection when sexual forms are present. 

Table CXX1. 

General Nutrition According to the Presence of Malaria Parasites of Various 

Species. 



Normal 

Expected 

Sllpht 

Expected 

Moderate ami Marked 

Expected 



Stxiial. .Sexual, Sexual, 

A»ixual Aeexint Asexual, 

and both, anil tralli, and both. 




Table C’XXIT. 

General Nutrition According to the Presence of Sexual and Asexual Forms of 

Malaria Parasites. 


Gradra of deficiency. 


Normal 
Exported . 

Sllpht 
Expected . 

Moderate anil marked . 
Expected . 

TOtai, 



Ji'iin Tn ,., 

Ml., lit. .1 Qt. rotM ‘ 


lf» &S 

13-0 

a Ot 

1M 

1 11 


1 


1GJ 


General nutrition and haemoglobin, 

From table CXXIII it is evident that in classifying individuals .according 
to their physical appearance the haemoglobin content of the blood made its 
contribution. The problem that suggests itself from this observation is to 
ascertain the relative importance of nutrition as a cause of anaemia as com- 
pared with other causes of this condition. 

Table CXXIII. 


General Nutrition According to Haemoglobin Content of Blood. 
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General nutrition and stool parasite* 

That appearances are often deceptive is shown in table CXXIV, where the 
-persons carrying hookworm arc more frequently regarded as normal than those 
who are (subject to missed cases) free from the infection. The difference 
is significant. The explanation of why that is so, can only be speculative 
without further investigation. 


Table CXXIV. 

General Nutrition According to Stool Parasite. 


Gradci of deficiency. 

Nit. 

Hookworm. 

No. 

1>.C. 

No. 

v.c. 

2torms.t • • • • 


HB 


52-2 

(522*3) 

6S-4 

-Slight .... 

• 

Hm 


41*3 

341 

00-1) 

35-0 

Moderate and marked . 

• | 

70 

(71*1) 


0-0 

54 

(58-0) 

5*7 

Total 


1108 

1 

050 



X.B . — figures la brackets nro expected numbers. 


Vitamin A deficiency and social factors. 

Vitamin A deficiency is almost entirely limited to children at school, al- 
though some advanced cases are seen amongst persons staying at home. Pro- 
bably this is due to.the inclusion of old people and school-age children in this 
group ( vide Table CXXV). The distribution of vitamin A deficiency according 
-to the economic groups is contrary to expectations (vide Table CXXVI). The 
poorest group shows significantly lower frequency of vitamin A deficiency 
than the economically highest groups. The middle group occupies an inter- 
mediate position. Natural foods containing vitamin A are usually expensive. 
How then these observations could bo explained ? It is possible that the chief 
source of vitamin A is green leafy vegetables. Fish is taken sparingly and 
mustard oil is devoid of vitamin A. Poorer people usually take larger quan- 
tities of food including perhaps the green leafy vegetables. Here is a problem 
for Public Healtlx Administration to take up with fair prospects of success. 

' Table CXXV. 


Frequency Distribution of Vitamin A Deficiency ' According to Occupation. 


•Grades of dcllclenoy. 

Liberal 

profo- 

phIou. 

Land- 

lord. 

At 

school. 

At 

home. 

Shop- 

keeper 

Arti- 

san. 

Culti- 

vator. 

Trans- 

3 >ort 

labour. 

Indus 

trial 

labour. 

i Other 

1 labours. 

Total. 

• 

Mormnl . 

• No. 

30 

8 

223 

£858 


21 

836 

5 

103 

353 

4022 

Expected 

• iNo* 

30-1 


275*8 

• 2872*0 


24*4 

832*0 

7*2 

80*7 

310*7 


Blight 

.No. 

0 


‘ 154 

1070 

38 

‘ 18 

300 

3 

10 

85 

1085 

Expected 

.No. 

11-2 


102*8 

1070*4 

37*4 

r 

0*1 

310*2 

2*7 

32*3 

118-1* 


Moderate 

marked 

and No. 

0 

H 

0 

72 


H 

18 

« 2 

" 

o 

4 

104 

Expected 

• No. 

■SI 

0*1 | 

0*3 

00*1 

2-2 

m3 

10*2 

EmI 

■Si 

7*3 


Total 

42 

*• * . 

n 

385 

4000 

180 

34 

1102 

10 I 

121 J 

442 

0311 




































Table CXXYI. 


Frequency Distribution of Vitamin A Deficient Persons According to the Economic 

Status . 


Grades of dcflclcncv. 

i. 

n. 

i 

III. 

Total. 



r >o. 

All! 

or:. 

024 

1611 

Normal . 

• * H 

[ r.c. 

OHS 

-3-n 

74-3 

71-3 



r No. 

208 

223 

105 

G87 

Slight . 

. • 

1 

[ 1\C. 

:i3-s 

21-4 

23 ‘a 

27-0 


i 

r No. 

l.i 

15 

12 

40 

Moderate 

■ • H 

[ r.c. 

■ 

1 0 

1C 

11 

l'O 


i 

r no. 

0 

0 

■) 

*> 

SInrKi'il . 

■ • 

[ r.c. 

oo 

0-0 

0 2 

01 


Total 

793 

913 

834 

2540 


As between the wage earners and non-wage earners the former are signi- 
ficantly better off as regards vitamin A (wide Table CXXVII). This again may 
be due to the fact that the non-wage earners include the school age children 
and old people who suffer from vitamin A deficiency more frequently than 
others. 

Table CXXVII. 


Vitamin A Deficiency According to the Position in the Family as Wage Earner. 


Grades of dcflclcncv. 

Yes. 

No. 

Total , 

f NO. 

144S 

3074 

4522 

Normal . . . , . . . . .4 




l r.c. 

74-G 

70-3 


f No. 

405 

1220 

1085 

Slight. 4 




l 1\C. 

24-0 

27-0 


r no. 

27 

77 

104 

Moderate and marked J 




\ r.c. 

1*4 

l-S 


Total 

1040 

4371 

6311 


Vitamin A deficiency and sickness. 

Both the frequency and the degree of vitamin A deficiency is greater 
amongst the group who have had sickness during the year ( 1943 ) than amongst 
those that escaped, but there is no consistent relationship between the dura- 
tion of sickness and frequency of vitamin A deficiency, except that prolonged 
sickness is frequently associated with vitamin A deficiency, and in some cases 
it is well advanced (see Table CXXVIII). It is interesting to note that of the 
chief diseases ( see Table CXXIX) vitamin A deficiency was most frequently 
seen, and relatively larger number of advanced cases were seen amongst people 
who have had influenza with complications. Measles and dysenteries and 
diarrhoeas were the two other diseases in which large number of -vitamin A 
deficiency cases were met. 






















Table CXXVtll. 

Vita min A Deficiency According to Duration of Sicbiess 


131 



Moderate 



132 


It ma y be noted that the people who have had malaria did not show any 
greater frequency or more advanced vitamin deficiency than those who have 
had no sickness during the year. Both influenza and measles are virus diseases. 
In the case of diarrhoeas and dysenteries lack of absorption of carotene may 
be a matter of importance. These observations open up an important field of " 
investigation and also suggest exhibition of vitamin A in these diseases. We 
have just stated that history of malaria during the previous year did not 
have much effect on the frequency or degree of vitamin A deficiency, hut 
people carrying malaria parasites in their blood are more frequently deficient 
in vitamin A than those who do not. Even though the figures are small the 
carriers of plasmodium malariae more frequently exhibit vitamin A deficiency 
than do the carriers of the other two species of paraites (see Table C XXX ). 

Table CXXX. 


Vitamin A Deficiency According to the Species of Malaria Parasite. 


Grades of deficiency. 

A Tit. 

lit. 

Sexual, 
Asexual 
and both. 

Bt. 

Sexual, 
Asexual 
and both. 

Qt. 

Sexual. 
Asexual 
and both. 

Total 

of 

Cols. 2-4. 

Total 

of 

cols. 1*5. 

f No. 

30(14 

72 

23 

G 

101 

3703 

Normal . . . < 







l 1*.C. 

71-4 

00-1 

03-9 

33-3 

02-0 


f No. 


31 

13 

10 

37 

1457 

Slight J 







l r.c. 

27-3 

31 >2 

30-1 

56-0 

330 


r No. 

08 

3 

0 

o 


73 

Moderate . . . .4 





3‘1 


1 P.o. 

1-3 

2.8 

o-o 

31*1 



f No. 

1 

(1 

0 

0 


1 1 

Marked ... .4 







L P.C. 

0-02 

0-0 

0-0 

00 

SKB 


Total 

3133 

100 

30 

18 

103 

5290 


Vitamin B 2 deficiency and sickness. 


The only two diseases with which Vitamin B £ deficiency is associated are 
‘ other fevers 1 and ‘ pneumonias ’ (vide Table CXXXI). Diarrhoeas and 
dysenteries and typhoid fevers also show an appreciable number of vitamin 
B 2 deficiency. These observations may be useful for the guidance in treatment 
of these diseases. 

Table CXXXI. 


Vitamin B„ Deficiency According to Various Diseases. 




Dyseu- 


Influ- 





Typhoid 

Grades ot deficiency. 

Cholera. 

tery 

and 

dlarr- 

Other 

fisvere. 

onza. 

Trltli 

compU- 

Malaria. 

Measles, 

Miscel- 

laneous. 

Pneu- 

monia. 

and 

paraty- 

phoid. 



hoca. 


cations. 





f No. 

Normal . 4 

21 

222 

' 72 

37 

1514 

240 

157 

34 

38 

l P.O. 

93-3 

91-7 

83*7 

94-9 

03-C 

901 

92'9 

80S 

92-7 

f No. 

Slight . .-1 

1 

19 

1 

12 

o 

102 

30 

11 

4 

3 

' l P.C. 

4-5 

■u 

14-3 

5-1 

0-3 

f— 

6-5 


7-3 

r No. 

Moderate and4 

0 

1 

0 

0 

n 

■1 

1 

0 

0 

marked. ^ p.c. 

0-0 

04 

0-0 

0-0 

01 


00 


0-0 

Total 

22 

242 

84 

39 

1018 

259 

109 

38 

41 
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Although wage earners have apparently suffered less frequently from iron 
deficiency than the non-wage earners the difference is not significant ( vide 
Table C XXXIV ). Even, as regards the economic groups the differences in the 
frequency or the degree of iron deficiency are not marked or consistent ( see 
Table CXXXV). 


Table CXXXIV. 

Frequency Distribution of Various Grades of Iron Deficiency According to- 
Position in the Family as Wage Earners. 


Grades of dcflclcricj". 

res. 

Percentage. 

No. 

Percentage. 

Total. 

Norma 1 


1227 

03-2 

2033 

GO-2 

3800 

Slight ... 

\ 

700 

36-5 

1718 

39-3 

2427 

Moderate and marked . . 

• 

4 

0-2 

20 

0-3 

24 

Total 

• 1 

1940 


4371 


0311 


Table CXXXV. 


Frequency Distribution of Various Grades of Iron Deficiency According to 
Economic Status of the Family. 


Grades of dcflclencv. 

JBM 

0—10 
Group 11. 

11—15 
Group III. 

Total. 

f No. 

4S5 

537 

515 

1537 

dermal 





1 P.C. 

Cl 2 

5S-S 

CIS 


... , r no. 

305 

371 

310 

002 






l P.C. 

3S-5 

400 

37-9 


, f Xo. 

3 

- 

3 | 

ii 

Moderate 





1 P.C. 

0-4 

0*3 

0-4 


Marked Xo. 

0 

0 

0 

0 

Total 

mm 

013 

834 

2540 


Iron deficiency and sickness. 

hi table CXXXV1 the percentage of various grades of iron deficiency 
cxc ufincIj n«cnbable to malnutrition has been shown for persons who had 

c ;f tam /‘ sc ? sc ? in the preceding year. Before entering into 
di cm HK>n of these data it is necessary to examine their significance. The 
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question of allocating iron deficiency to different causes of anaemia when 
multiple factors are operating is difficult. The procedure adopted, viz., to 
exclude, as far as possible, such factors as can be demonstrated amongst the 
-known causes of anaemia and to ascribe nutritional deficiency to the residue 
of cases obviousty fail to bring out the full effect of malnutrition in respect 
of iron deficiency specially because it is reasonable to assume that, in many 
instances, malnutrition as well as some other factors are operative. Besides, 
when discussing the association of various diseases with iron deficiency caused 
by malnutrition one has to take into account the following five possibilities : — 

1. There is a differential attack rate of various diseases in persons suffering 

from iron deficiency duo to malnutrition. 

2. Certain diseases, more than others, draw upon the iron reserve of the 

body. 

.3. Certain diseases, more than others, disturb the absorption and utilisa- 
tion of iron though the intake is the same. 

4. Certain diseases, more than others, affect the intake of iron. 

5. The pathological processes involved in different diseases include either 

the destruction of red blood cells or physiological or even anatomical 
disturbance of the haemopoetic organs. 

The contribution of the last factor must necessarily be excluded in assessing 
iron deficiency due to malnutrition. But with regard to the other four factors 
which either singly or in combination may be ojjerative in addition to dietetio 
deficiency of iron caimot be separately assessed. In fact, there is a danger 
that the fifth factor mentioned above may be over emphasised and thus an 
underestimate for nutritional iron deficiency may result. The problem is very 
complicated and satisfactorj' interpretation of these data can hardly be ex- 
pected. Perhaps the only way to determine the iron deficiency due to malnu- 
trition would be to provide iron adequate for physiological need to the popula- 
tion without interfering with other causes of anaemia. Such improvement 
as might be effected may he ascribed to the nutritional factors. However, 
the question may still arise that certain diseases interfere with the proper 
absorption and utilisation of iron which could reasonably be blamed for 
anaemia instead of nutritional deficiency. 

pc It will be observed that the percentages of various grades of iron vary greatly 
foi; different diseases. In certain groups of people such as those who had 
had measles or pneumonia, haemoglobin content of blood does not seem to 
have suffered, as compared with the general population. In other groups, 
like the ex-patients of typhoid, cholera, and diarrhoea there has been consi- 
derable malnutrition leading to iron deficiency, assuming, of course that 
these diseases by themselves did not contribute towards anaemia. There 
is another group of cases represented by ex-patients of malaria and other 
fevers in which percentage of nutritionally iron-deficients is significant^ 
lower than in the general population. Since no one would suggest that a 
previous attack of malaria would increase the iron-content of the blood, and 
assuming that they had not been given a special course of iron treatment, 
the conclusion is obvious that persons who suffered from nutritional iron 
.deficiency but also had malaria, have been excluded from the group. There 
is no way to estimate the number of such persons. It is not possible to deter- 
jninfl the frequency of nutritional iron deficiency in these groups. 
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Table CXXXVI. 


Iron Deficiency and History of Sickness from Principal Diseases. 


Grades of deficiency. 

Cholera. 

i 

Diarr- 
hoea. i 

Other 

fever-. 

Infiti- 
enra 
with ■ 
eoinpll- 
ratlon«. 

Malaria, 

Measles. 

Miscel- 

laneous. 

Pnou-, 

monla. 

Typhoid 

and 

para- 

typhoid. 


f 

Xo. 

12 

ISC 

Cl 

22 

1220 

1.3a 

85 i 

23 

19 

Normal 













l 

r.c. 

£4 e 

r.c -2 

72'0 

50-1 

?:»* 

01 -0 

50-3 

CO-3 

40-3 


f 

No. 

10 

103 

no 

17 

300 

100 

S3 

15 


Slight . 

'I 

r.c. 

43-5 

4J-G 

2C.-2 

43-0 

21-1 

US-0 

40*1 

30-3 

53-7 


r 

No. 

0 

. \ 

1 

0 

n 

1 

1 

0 


Moderate 













l 

r.c. 

00 

1*2 

1-2 

no 

01 

0-4 

OR 

0-0 


Marked 

■ 

>'o. 

0 

0 

0 

n 

0 

0 

0 

0 

0 


[Tot.U. . 

*)o 

242 

1 

84 

30 

1C1S 

2.30 

300 

33 

41 


In view of the above remarks, it is not considered necessary to present the 
detailed analysis of nutritional iron deficiency for different species of malaria 
parasites and for the sexual and asexual forms. In fact, such analysis has 
been earned out hut the results are of little interest. 

Iron deficiency and spleen enlargement. 

From table CXXXVII it will be seen that nutritional iron deficiency -is 
less frequently seen amongst persons with enlarged spleen, than amongst 
.people with normal spleen. This apparent paradox arises from the fact that 
in ascribing anaemias to iron deficiency other demonstrable causes of such 
deficiency have been excluded. Thus, these results would appear to arise 
from overca utiousness in relating anaemia to malnutrition. 

Table CXXXVII. 


Frequency Distribution of Various Grades of Iron Deficiency According to Size of 

Spleen. 


Grades of deficiency. 

Non- 

pnlp- 

ahle. 

Palp- 

able. 

One 

finger. 

Two 

flDgcrs. 

Three 

fingers. 

4 or 
more 
fingers. 

Total. 

No 

Informa- 

tion. 

Normal 

f No. 

3090 

200 

117 

mm 

103 

08 

3827 

33 


t P-C. 

57-1 

85-S 



85-1 

80-0 



Slight . 


2307 

42 

Bjl 


18 

8 

2418 

0' ' 


L r.c. 

42-0 

13-0 



14-9 




'Moderate 

r No. 

10 

o 


2 

0 


24 

0 


L r.c. 


00 



0-0 




Jtarfccd . 

. . No. 

■ 

0 

in 

■ 

0 

0 

0 

0 


TOTAt, 

5422 

300 

128 

222 

121 

07 


42 
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Iron deficiency and 'haemoglobin. 

Assuming that the iron deficiency due to nutritional causes has been correctly 
isolated from other causes it would appear that it is associated mostly with 
moderate degree of anaemias as is suggested by the table in which Talquists 
readings are correlated with degrees of nutritional iron deficiency (vide Table 
CXXXVIII). 


Table CXXXVIII. 

Frequency Distribution of Various Grades of Iron Deficiency According to 

Percentage of Haemoglobin. 


Gr/ido? of deficiency. 

Percentage IUomoglobln. 

—r.o 

1 

1 

—100 

Total. 

f No. 

00 

21.70 

82.7 

3347 

Normal . . • .1 





L r.c. 

01-7 

.70-0 

OS-0 

53-1 

f No. 

20 

"303 

0 

1 2*50” 

Slight . . . .■{ 





L r.c. 

18-7 

40-0 

M 

41-5 

r no. 

21 

it 

n 

23 

Moderate . . .-{ 





1 r.c. 

10*0 

0-04 

on 

0-1 

Marked . . • No. 

0 

<J 

0 

0 







Total . 


107 


4321 


S3! 


5702 
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CHAPTER IX. 


Am jnciAL Immunisation*. 

Of the weapons which Ffienr*- 1ms placed in the hands of Public Health 
administrator over di-enre-s the uni.; priced j'a vaccination again t smallpox. 
It occupies a most prominent phr/* in the Singur programme. Similar 
claitir- cannot. b»* made for other imiiiimi at ion inca«ure<. However, the 
reorganisation scheme lmd not herome « furtive during the period of the 
eiirvov. 

v 

Artificial Immunisation, 

Pftfrinotion a/jmv't Th« record of imtuunisa? inn on tint whole 

i* sati^fiu tory, the incidence «f vac* jn*iti«»n lndiip !*.'’• per cent. A p« , ru« , il of 
table CXXX1X shov.v that all v.mtr-n ahovc 23 ve.ir-. b«iv«* iud vaccination 
at le.vit once in tlm'ir life, ami VP to list j»-r c ut of men wire aPo Mitiilarly 
protected. In fact, m our . '.mole, barring n women nil wer- prfttr.’t.’d from 
10 years onward'*. Of tie* m d<* * abm- wi re not protected. This higher 
ituidenre of v.irrinatimi atn.u.g th*> fem-d* ■ ihitn tie- inah-t in itndi mmwinn 
tics is rather umatml. Children b*tv.i>-ji .*> arid Iti y< am v.*tre a! ■> fc.irlv well 
protected, the incidence of \.i»vjmit« ! !>• ing ‘.id p<r cent for cith'r .•••x.’ The 
imsf.ti'-fe.ctorv condition of \ ..vcin.it mu i < t«» he f .and in children ni>d* r fi years 
of age. In this eft nip only ... r t-ni of t!»« malt : and 37 j o-nt of the 
feimdei were viuein t(t 1. hi oih>r »■ * .r il . vuet inatiiin ha* le'.’ri 

well pushed m thi* .a-’i, hut th<> pr«it-etma i. no; fully given c.irlv *>no«i:lj, 

Tam.-: UXXXIX. 


Dlt-'i I'rt'ioy of c, >'(,•,/ /o ,lr/r tni'l Sex. 



As- rri"‘; ■> 
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Recent vaccinations, i.r., within six months of the date of survey is highest 

amongst adolescents helween 10 and 13 years, the percentages being 23-2 for 

the males and 19*6 for the females. Slightly lower percentages for both sexes 

were observed in younger children, being 2f>7 for the male children between 

5 and 10 and 18*1 for the females. Under 5 yours the recent vaccinations wore 

18-3 nnd 18-G for boys and girls respectively. Beyond 15 years there was a 

progressive decline in the percentage of recent vncciuations the incidence 

being 17-1 for the males and 11-2 for the females If, to 20 years old and 3*8 

and 5*8 respectively for old people over 55. The group between 30 to 33 years 

? r , l th ° 1 nwlcs ’ tho Percentage vaccinated being 33-9; this 

Ss 'IT X du V? rCCCnfc filiation campaign in industrial con- 

thrsamnle nLSnH Cntl ? n °- d ^ onl - v two deaths from snmll-pox occurred in 

giving a^morbiditv rnt C 1C ^ nr ’ ^ Hlfc ^! oro AVcrc 8 cases, of the disease 

in the rural areas of TVt°i \ 2 j? Qr nu ^ c * ^ l0 incidence of smnli-pox mortality 
m the rural areas of British India as also rural Bengal in 1938 was 0-1 per millc. 
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While we have no reliable record for the incidence or morbidity in the co unt ry 
or in the Province as a whole, a rate of 1*2 per mille will not be considered 
low, against a mortality of 0*1 per mille. However, there was only one case 
tinder 5 years, the rest of the cases were distributed over all age groups* 
Strangely enough, all the adult smallpox cases were males, but amongst children 
under 15 years there were 3 females and 1 male. We have no comparative 
figure to offer but it is generally known that smallpox cases occur mostly ' 
amongst the Muslim population in this area. These data suggest that re- 
vaccination at frequent intervals should be carried out and primary vaccina- 
tion should be insisted on at earlier age, if further reduction in the incidence 
is to be brought about. 

Immunisation against cholera. 

Cholera immunisation is given considerable importance in the programme 
of anti-cholera campaign in this country. But it is actively carried out only 
when an epidemic is on or sometimes in connection with mclas or other big 
public gatherings. At the time of survey 8-9 per cent of the males and 5-3 
per cent of the females or 6*9 per cent of the sample population gave history 
of cholera inoculation, Recent inoculations (within 6 months) which really 
matter were not many. Only 0*7 per cent of the population was so protected. 
■Recent inoculations amongst the males amounted to 0*96 per cent and amongst 
females to 0-36 per cent. It is not known how much of this represents pre- 
inoculation and how much inoculation during or after outbreaks in affected 
villages. From what has been previously mentioned it is likely that most 
of the recent inoculations were carried out when epidemic was on or it had 
began to decline, but in any case, whatever pre-immunisation is represented 
by these figures prophylactic inoculation of a small percentage of the population 
against possible outbreak of cholera cannot be of much value. 

The females, as is the usual experience, have not received the benefit of 
cholera inoculations to the same extent as the males and even amongst the 
latter it is infrequent before 5 to 10 years of age {vide Table CXL), The policy 
regarding cholera inoculations must necessarily take into consideration many 
factors concerning herd-structures including the incidence of the disease, 
movements and the environmental conditions under which people live. It is 
questionable whether repeated mass inoculation will entirely suppress cholera 
while the living conditions remains aB they are. 

Table CXL. 


Cholera Immunisation by Age and Sex. 




Age. 

1 

Inoculation's. 

Sex. 

—5 

a 

a 

—20 

—26 

—30 

—36 

—40 

—46 

—50 

—65 

56+ 

All 

figCfe. 

r 

Moles 

e 

7 

10 

12 

S j 

u 

12 

1 6 | 

12 

1 

22 | 

fl 

fl 

8-9 

Percentage of inoonln-t 

Females . 




0 







N 

flf 


tlon. I 

l 

6 

5 

Si 

m 

* 

u 

6 

8 1 

m 

D 

6'8 

f 

Halos 

m 

fCT 

1-8 

m 

m 

m 

m 

PEI 

m 

m 

00 

0-0 

0-08 

Percentage of recent ln-< 

Females . 

| 0-2 1 

m 

0-8 











oeulatlon. L 

0-4 

o-a 

0-8 


1-8 

Hi 

u 

O'O 

0-0 

O'SG. 


Hale population*- 8382 ; female population =3000. 

Immunisation against typhoid and para-typhold Is rarely practised. 
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CHAPTER Z. 


State of Health and Disease. 

^Morbidity statistics are difficult to compile for various reasons. Ordi- 
narily, difficulty arises from the fact that all sick people do not come under 
observation of physicians, and all sickness is not reported to health authorities. 
The private practitioner is not expected to report all sicknesses even if he 
becomes aware of these and actually he does not do so even when and where the 
law requires. Besides, the records of sickness, such as may be available, are 
not only incomplete but are hardly ever obtainble in a form peraiting com- 
pilation of morbidity statistics which can be properly interpreted. These 
difficulties are overcome by health surveys, and to that extent the discussion 
of morbidity and disabilities presented here is of considerable interest and 
significance, particularly because we are in a position to correlate sickness 
with a large number of single factors and with almost an unlimited number 
of combination of factors. Even when we avoid too many complexities 
arising from the simulataneous operation of a large number of factors, we are 
in a position to look at the morbidity statistics against the background of 
broad environmental and socio-economic features of the community, such as 
those briefly described in the preceding section in the present communication. 
However, this does not mean that all our difficulties are over ; for, we have 
still to face certain theoretical and practical difficulties. In the first place, 
one may ask what is sickness or disease. The answer to this question partly 
depends upon the object in view. Important though the subject is, we do not 
propose to enter here into a lengthy technical discussion on the definition of 
disease, but moat people would say that disease is a departure from health 
unfavourable to the subject. We do not know of a satisfactory definition of 
health, but we venture to suggest that health is a flexible state of body or 
mind which may be described in terms of a range within which a person may 
away from the condition wherein he is at the peak of enjoyment of physical, 
mental and emotional experiences, having regard to environment, age, sex and 
other biological characteristics due to the operation of internal or external stim- 
uli, and can regain that position without outside aid. According to this defini- 
tion the positive health may vary within wide limi ts, and yet there may be no 
manifest sickness so long as the internal and external stimuli do not out-strip 
the limits beyond Which unaided reversion to peak value of individuals capa- 
city for enjoyment. of physical, mental and emotional experience is possible. 
Thus the stability of the apparent state of health depends upon the relative 
values of the quantum of what we have called the ‘ fund of health ’ on the 
one hand and the force of internal or external stimuli which may tend to dis- 
turb the equilibrium, on the other hand. Some people like to think of health, 
with what justification we are not in a position to say, in terms of certain 
imaginary standard of health reserve which may he depleted up to a certain 
t without causing symptoms of which the individual may be conscious. 

tf' 1 7 question of subjective sensitivity comes in. With varying degrees 
reserve the individual is in a state of compensatory health, 
of certain oh™;!?? 11 ® 11 ? 0t recognisable may be diagnosed by means 

tions Thft test cou ree of health overhaul examina 

tinotion to ta8 tesn a PP lied to this conditionin contra-dis- 

. Whichever way we may look upon ibe-p^oblem, it is hard 
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'.to draw a line between health and 'disease. Usually a certain amount of de- 
parture from the state of health is. permitted within the scope of health. The 
difficulty arises from “the fact that different individuals or communities may 
make allowances of varying degrees from such deviation. In rural India, 
where man is accustomed to various types of hardships the sensitivity to health 
is necessarily lower than where life is easier and health consciousness is more 
acute. We must keep this fact in mind when discusing the morbidity statistics. 

Since we are mainly interested in the residential population of the area, 
the morbidity statistics discussed below relate to Group I only, unless other- 
wise stated. 

Morbidity data are presented in two ways (i) sickness at the time of investi- 
gation and (ii) sickness during the previous 12 months. At the time of the 
survey there were 756 persons who, according to the local standard, did not 
enjoy good health amongst a sample of .6,651 present during investigation. 
Of these 1*1 per cent, were acutely ill, 2-1 per cent, were suffering from chronic 
illnesses and 8-4 percent were in indifferent state of health ( vide Table CXLI). 

It will also be noticed that acute and chronic sicknesses worry the males 
more than the females. The same feature is to be -seen in sicknesses during the 
.previous year. 

Table CXLI. 

The State of Health of Individuals Examined According to Sexes and Residential 

Status . 


Residential Status . 

i 

Sex. 

Well. 

Acutely 

in. 

Chronically 

111. 

Indifferent 

Health. 

Total. 

■No. 

P. C. 

Bo. 

P.O. 

Bo. 

P. C. 

Bo. 

E9 



r 

Male . 

2,017 

87-8 

48 

1-4 

85 

2-0 

272 

8-2 

3,322 

-Permanent residents- 


Female 

2,733 

80-1 

22 

ipiH 

47 

1-5 

204 

8-0 

3,000 

present. 

l 

Both sexes . 

6,050 

88’4 

70 

i*i 

132 

2-1 

538 

8'4 

0,388 


r 

Male . 

2,055 

87-7 

48 

1-4 

85 

2-0 


8-3 

3,370 

i&ll present Including- 


Fomnlo 


89-3 

22 


40 

1-6 


8-5 

3,181 

•visitors and others. 













L 

Both sexes . 

5,795 

88-5 

70 

1-1 

135 

2*1 

551 

8-4 

6,651 


In the sample population present at the time of survey (Groups I, III and V) 
•as many as 2,496 people gave history of sickness at one. time or the other in 
the course of 12 months previous to the date of investigation. Of these 283 
suffering from more than one disease ; in other words, at the time of survey 
11-6 per cent of the permanent residents present were unwell and 38*1 per cent 
of the population present at any time had suffered from one disease or the 
other during the year. The estimated population of the Singur Health Centre 
is 62,700 which would of course include persons belonging to the area usually 
residing outside, as also the visitors. According to the above rates it is esti- 
mated that at any particular moment there would be 690 persons aoutely ill, 
1,317 chronically ill and 5,267 in indifferent state of health or 7,274 persons 
would be unwell. The total number of persons who have suffered from one 
or the other disease during the year would be 23,889. Large as these figures 
are for a small area of 32:98 square miles they may be under estimates rather 
-than over-estimates .'for the following reasons : — 

(1) Low morbidity rate for the females. 

X2 
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(2) Only serious sickness is likely to be remembered. 

(3) Health consciousness is low and 

(i) The survey was conducted mostly in non-malarial season. 

If one aims at giving appropriate medical relief to every sick person these 
data will have to be carefully thought over before making plans to achieve- 
that end. 

We have already made a reference to this problem earlier in this chapter. 
If State medical relief was to be confined to acute and chronic illnesses the 
dispensary facilities will have to increase tenfold. It should however be 
remembered that the group of people complaining of indifferent health are 
potential contributors to chronic illnesses some of which may be serious. 
Sometimes vague symptoms may be early manifestations of fatal diseases, as 
for instance, cancer of the stomach. For this reason it would be undesirable to 
ignore sucb cases. 

Obviously whether for purposes of medical relief or for purposes of designing 
preventive measures it is necessary to know the distribution of sickness by 
cause which will be discussed presently. The details are given in Appendix- 
VII(fl) and Tables CXLII and CXLIII (p. 143). 

Table CXLII, 

Acute and Ghronia Sickness at the time of Survey According to Causes. 


Disease. 

Hale. 

Female. 

Total. 

Malaria 

49 

26 

7S 

Dysontery and diarrhoea 

(S9-0) 

19 

(85*0) 

B 

27 

Measles 

(H-0) 

(13-0) 

7 

Asthma 

m 

0 

v (3*4) 

0 

6 

Other fevers 

(3-1) 

o 

(2-8) 

3 

5 

Influerra 

(2*0) 

S 

(W) 

4 

Pneumonia 

(20) 

8 

(20) 

0 

3 

Typhoid and pnra-typhoid 

(10) 

2 

fl'i) 

0 



(HI) 

(H» 



Sorrs.— Bnmbere In brackets refer to ‘ expected'. 

The distribution of state of health according to ago is given in 
Table CXLIY. 

Table CXLIY. 


State of Healh According to Age. 



111,1 n 

— 6 

-10 

T 

-2U 

—50 

5D— * 


State of health. 

So. 

Expect- 

ed.- 

So. 

Expect- 

ed. 

So. 

Expect- 

ed. 

Bo. 

Expect- 

ed. 

So. 

Expir- 

ed. 

Total. 

Acutely 111 

Chronically 111 . 
Indifferent health . 
Well 

21 

20 

83 

B3G 

10-5 

19’8 

80'5 

818-2 

12 

15 

82 

870 

10-7 

20-2 

82-1 

895-9 

13 

30 

80 

1,160 

14-0 

26-S 

109-8 

1,125*9 

15 

10 

158 

2,228 

25-8 

50-0 

205-8 

2,164*8 

9 

21 

133 

667 

8-0 
15*1 
. 61-3 
646-7 

70 

132 

5SS 

5,650 

Tom 

959 

•• 

979 


1,273 


2,447 


730 

•• 

0,SS8. 



It will be noticed that chronic sicknesses and indifferent state of health- 
e more frequent amongst the aged than may be expected from random 

























Principal Diseases during the year According to Age and Sex. 
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Note.— N umbers In brockets lire expected numbers. 



m 


distribution. Amongst young children below 5' years and to a lesser extent: 
amongst older children under 10 years acute sickness is relatively more frequent.. 
Young c h i l dren also show somewhat excess in respect of indiffemt state of 
health. Adolescents and adults are in relatively better health than expected: 
from their numbers except that chronic sickness was rather frequent amongst: 

the adolescents. , , 

In Table CXLV data regarding sickness according to age during the- 

previous 12 months is summarised. 

Table CXLV. 


Sickness during the previous 12 months According to Age. 


Apt. | 

—5 

—10 

1 

— ao 

i 

1 —5D | 

50— 

1 

Totxl— 

Slckncsi. 

So. 

Expect* 

ed. 

3»o. 

|9 

No. 

Expert^ 

ctl. 

No. 

Expect- 

ed,! 

No. 

Expect- 

ed. 



000 

593 

434 

SIS 

mm 

400 

783 

480 

787 i 

830 

1,608 

034 

1,013 

300 

430 

279 

451 

2.458 

3,050 

ass 


970 

s 

1,273 

m 

2,447 


730 

m 

0,389 


Except for children between 5 and 10 years of age the experiences recorded 
in Tables CXL1V and CXLV arc in agreement. There are two points to be 
taken into consideration : (i) The past history would probably not include - 
indifferent state of health for which allowance has to he made, (ii) Why 
should there he a discrepancy between the high incidence of sickness during the- 
year and the present state of health amongst children between 5 and 10 years 
of age \ Looking into the causes of sickness during the past 12 months for 
this age group it appears that there was excessive diarrhoea and dysentery, 
measles and excessive malaria from the effects of which the children seem to* 
have more or less recovered at the time of investigation. Since young persons ■ 
recover from acute illnesses more quickly than others, the lower number of 
chronically ill in this group is understandable. 

A reference to Table CXLIV will show that the males arc subject to a greater 
rate of sickness than the females. The difference is particularly marked m 
acute illnesses and to a less extent in chronic ailments. The sickness rateB- 
during the year for the males and the females are 40 per cent and 36 per cen 
respectively. Wc shall refer to the point later. 

Causes' of Sickness. 

The schedule furnishes information about the cause of sickness occurring 
during the previous 12 months. One can only expect that the subjeots will, 
remember sicknesses of serious nature which have laid them in bed, caused: 
much pain or prevented them from carrying out their usual work or enjoyment. 
However, as we have seen there is a state of ill health described as indifferent 
which constitutes as much as 73 per cent of the total ill-healtb observed at the-^ 
time of survey. This information is presumably lacking in the description of' 
sickness during the year, unless indifferent state of health continues up to the- 
time of survey. The cause of ill health at the time of survey is available from, 
the Patient’s Schedule or may be inferred from tbe diagnosis entered in the- 
schedule in respect of the last sickness if it continued at the of time investigatiom- 
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From what has been stated above it should not be concluded that sickness 
during the year includes acute and chronic ailments or that part of ill-health 
designated as indifferent state of health for which definite diagnosis could be 
made, if these were observed during the investigation but had occurred only 
after the commencement of the survey. This explanation has been offered tr> 
show that it would be wrong to add the sickness recorded at the time of the 
survey to the history of sickness in the course of the year for obtaining total 
Bickness in the sample. The details are given in Appendix VII(6) and in Tables 
CXLII and CXLIII. 

The most important cause of sickness is malaria which claimed 75 victims- 
at the time of investigation and 1,602 during the year or 37*1 per cent and 
61*1 per cent of total sickness respectively. Next in importance, are diarrhoeas 
and dysenteries of which there were 27 cases at the time of investigation and 
240 cases during the year which work out to 13-4 and 8-8 per cent of total sick- 
ness. Measles comes next in importance. Seven cases having been observed 
during the survey and 2G9 during the year or 3*5 per cent and 9-9 per cent of 
sickness respectively. 

Of the other major causes mention may be made of fevers other than mala- 
ria. asthma, influenza, pneumonia, tuberculosis of the respiratory system, 
nephritis and diseases of tliQ skin. Mumps, cholera, puerperal fever, scabies, 
leprosv. rheumatic fever and venereal diseases were of minor importance at 
the time of survey. One or two cases of snollpox, diabetes, kala-azar, anky- 
lostomasis, heri beri, cataract and certain other diseases were also present. 
One hundred and fifty-six sick persons out of which 148 were in indifferent 
state of health remained undiagnosed. For details of the rates and causes of 
sickness see Appendix VII (a) and (b). 

Distribution of sickness by causes in different sections of the population. 

In Table CXLVI is given the distribution of the principal causes of ill-health, 
according to sex during the period of survey. The figures in the brackets 
indicate expected numbers. Generally speaking, the diseases are evenly 
distributed between the sexes, but slight excess of diarrhoea, asthma. 

Table CXLVI. 


Principal Causes of Ill-health According to Sex at the time of Survey ( Indifferent- 

Health also’ included). 


license. 

Male. 

Female. 

Total. 

lllnrrhoen nml iljwolery 




. 

42 

<38) 

at (35) 

73 

Other fever- 





o 

(9) 

12 (8) 

17 

Inllnenr.n 





7 

(3) 

.1 W> 

10 

Malaria • 





ICO (170) 

ICO (150) 

320 

Mca*lci • 





15 

(15) 

14 (14) 

20 - 

Pneumonia ■ 





0 

w 

2 (4) 

8 

Asthma 




• 

11 

(7) 

3 (7) 

14 

Ttiherculorls (resp,). 


• 



5 

(4) 

2 (3) 

7 

• 


TOM.Ii 


257 (252) 

227 (232) 

484 


Wotk.— T he flguroi in brackets In this and subsequent tables are the expected numbers. 


r 
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influenza and pneumonia ma y be observed amongst the males and of 
malaria and other fevers in the fomalos. Similar information for sickness 
during the year is given in Table CXLYII. 

Table CXLYII. 


Principal Diseases during the year According to Sex. 


BlWitte. 


Male. 

Female. 

Total. 

ChlcKPn pox 

. 

12 

(8) 

4 

(8) 

10 

Oliolcm ..... 

• 

s 

<H> 

u 

(11) 


Dysentery ami diarrhoea 

• 

125 

(121) 

115 

(110) 

240 

Other Fever 1 - ..... 

. 

:»7 

(«) 

43 

(11) 

S3 

Malaria . 

. 

902 

(603) 

737 

(790) 

1,059 

Mcn«lc< . ... 


HR 

(HO 

121 

(129) 

209 

MhcclIntifoiH , , . 


M 

<*!>) 

70 

(83) 

172 

Pneumonia-- 

. 

2P 

(20) 

9 

(18) 

3S 

TypliuM and pant-typhoid . 


20 

(21) 

13 

(20) 

41 

A«thma 

. . . 

H 

00) 

* 

5 

(0) 

19 


Tom 

3,097 (3,332) 

1,104 (1,229) 

mm 


Here males are subject to greater incidence of malaria, measles, other 
fevers, pneumonia, typhoid and para-typhoid and asthma. Thus, on the 
whole, it may be said that respiratory and intestinal diseases have been pre- 
valent amongst the males slightly in excess of the females. But with regard 
to malaria there is probably no sex difference, because while the cases amongst 
the males were more than expected when considering sickness during the year, 
it was otherwise at the time of investigation. 

Distribution of the principal diseases by age and sex during the year is 
given in Table CXLIII. It will be observed that cholera and enteric fevers 
revea 1 only minor differences between the actual and the expected figures, 
except perhaps for somewhat greater incidence amongst male adolescents. 
The same is more or less true for pneumonia, except that the adult woman 
has suffered somewhat less and the adult male somewhat more from this 
disease than might have been expected. Malaria definitely was more pre- 
valent amongst older children and adolescents of both sexes and relatively 
less prevalent amongst children helow 5 years, and older people. Reverse 
was the case with dysentery and diarrhoea which mainly affected children 
of both sexes and the old people, particularly women. Measles, as one would 
expect, chiefly affected the young children under 5 years of age, particularly 
males and older children of either sex. However, some cases occurred amongst^ 
the adolescent and even amongst the adults of both sexes. 

Morbidity and Certain Social Factors. 

. commonly stated that sickness is largely a matter of poverty and 
ignorance. To these we may add two other factors for consideration namely, 
addictions and occupation. 
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Health and Education. 

From Table CXLVTII it would appear that the ju6t literate are the worst 
-off in regard to acute and chronic illnesses and hardly better than others as 
regards minor ailments. Persons who have received secondary education 
-are almost equally sickly. Numbers are small, but chronic illness is greater 
amongst the high school educated persons than amongst the illiterates. How- 
- ever, minor ailments are less frequent amongst them. At any rate, consider- 
ing the illiterates on the one hand and the literates and better educated persons 
on the other, thero is no significant difference in sickness of all kinds put 
together. There is no evidence to suggest that in the community under 
investigation the educated persons enjoy any advantage over the illiterates. 
However, the matter is rather complex because the two population are not 
comparable — firstly, the illiterates include infants and pre-school children 
which age groups are not represented in the literates. Secondly, there is 
much smaller number of females amongst the educated, thirdly the economic 
circumstances vary and lastly the sensibility to health differs in the two groups. 

Table CXLVII1. 

Sickness at the time of Investigation amongst Permanent Residents According 

to Education. 


STATE OF IIRAI/rit AT THE TIME Or SOTtVBY. 


Education. 

Well. 



IndilTurunt. 

Totnl. 

No. 

m 

No. 

m 

No. 

1*. C. 

No. 

I». C. 1 

No. 

m 

niilcrntci .... 

. 

4,502 

8S-5 

54 

1-0 

08 

10 

438 

8-5 

6,152 

, , 

■Just HtcrntP 

• 

007 

87-1 

22 

1*0 

21 

31 

03 

8-.» 

7CR 

. » 

Secondin'} .... 

• 


t>3-a 

a 

1-2 

0 

l'i\ 

I 22 

8*0 

250 

. . 

HJkIj School 


177 

00-8 

i 

U-5 

5 


12 

0-2 

105 


Untvcielty 

• 

IS 

01*7 

n 

0-0 

0 

00 

1 

5-3 

10 

. . 

Totai 

• 

5,050 


70 

•• 

132 

1 ■ • 

530 

•• 

0,388 



As we have already seen the acute and chronic illnesses amongst the 
females arc less common than amongst the males, this may, to a certain extent, 
explain the higher rate of acute and chronic diseases amongst the educated 
groups. 

In Table CXLIX is set out the information regarding sickness during the 
year according to education. Here again the differences in educational status 
cannot be divorced from age and sox constitution and in most cases these 
factors seem to offer the necessary explanation. 

The influence of addiction on health is complicated by the fact that some- 
times habits are formed because of some illness and thus certain amount of 
bias is likely to come in. Besides, the children and also women largely belong 
to the group of non-addicts. In the present case, although acute illness and 
chronic illness are greater amongst the addicts of opium and alcohol than 
amongst the non-addicts, the numbers are too small to justify definite 
conclusion. Reference may be made to Table CL. 














Table CXLIX. 

Principal Diseases (luring the year According to Education. 
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Taiile CLI. 


Condition of Health in Relation to Addiction in the Sample Population. 


Addiction. 

Well. 

Acutely III. 

Chronically 111. 

Indifferent 

health. 

Total. 

No. 

1 

No. 

r. c. 

No. 

m 

No. 

ESI 

K(l . 




BUM 

65-2 

03 

i-i 

OS 

20 


8-7 

4,732 

fimolclnp 




1,337 

88-7 

1C 

i-i 

34 

2-3 


8-0 

1,507 

Alcohol 




CS 

8G-1 

S 

3-b 

8 

8-8 


1 

70 

Opium 




SO 

89-3 

m 

0-0 

n 

8-0 

4 

7-1 

OS 

C7.iro« 




1 

100 

1 

0-0 

0 

■ 

0 


1 

Rfmtij 




■a 

100 

B 

00 

0 

MSB 

0 


C 

Ot litre 




m 

89-0 

• 

1-0 

4 

1-0 

10 

mm 

207 


From the history of sickness during the year, distributed according to 
disease and occupation, it may be seen again tint distributions are more or 
less even both for cholera and influenza. Dysentery and diarrhoea are rela- 
tively more common amongst those staying at home and amongst the shop- 
keepers and relatively less frequent amongst cultivators and other labourers. 
The snme is also true for other fevers as regards the stay at home and the 
cultivators. Malaria is relatively in excess amongst school children, liberal 
professions, shopkeepers and labourers and relatively less prevalent amongst 
cultivators. Measles mainly affects the school children and those staying at 
home, nnd is infrequent amongst other groups. The cultivators and other 
1 abourers suffer slightly in excess from pneumonia than other groups. Typhoid 
affects particularly the school children and other labourers, and those staying 
at home suffered relatively less. Anti-typhoid inoculations may be encouraged 
in the schools with advantage. Other labourers also suffer frequently from 
asthma, but the disensc is less often noticed amongst those staying at home 
( vide Table CLII). 

Table CLIII sets out the state of health at the time of survey for various 
occupational groups in descending order of percentage of * well ’ persons. 
Taking into considerations only the major groups it would appear that school 
children and cultivators contribute large number of acute cases while the 
chronic illnesses arc common amongst school children, cultivators and those 
staying at home. Again, school children, industrial workers, shop-keepers- 
and * at home ’ complain of indifferent health more often than other groups.. 



























Table GLII. 

Principal Diseases during the year According to Occupations. 
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Table CLIII. 

State of Health According to Occupation . 



Well 

. 

Acutely ill. | 

Chronically 111. 

Indifferent. 

Occupation. 

Xo. 

r.c. 

Xo. 1 

r. c. 

No. 

r. c. 

Xo. 

P. C. 

Transport . 

8 

100.0 

0 

00 

0 

0-0 

0 

00 

Otlicr labourer* • 

414 

03-0 

1 

0-2 

7 

1-6 

28 

G’2 

Artisan * 

31 

91-2 

1 

c-e 

2 

6>fi 

0 

0*0 

Shopkeeper 

Industrial 

Cultltntor 

At Home 

122 

110 

1035 

3,340 

86-1 

88-7 

88-3 

88-1 

87*0 

0 

1 

10 

41 

0 

1-5 

O'B 

1-4 

1*0 

00 

2 

t 

29 

80 

0 

IS 

1*8 

fi-S 

2-0 

0-0 

11 

11 

02 

367 

1 

$•0 

8-0 

7.8 

8-0 

12-6 

I.nndlord 

At flehool 

liberal ProftMlon 

340 

37 

se-s 

80-0 

7 

1 

1-8 

2‘S 

10 

0 

2-6 

0-0 

38 

6 

0-2 

11-0 


Total. 


8 
445 
34 
137 
121 
1,172 
4,021 
8 
863 
48 


To what extent programme 

Table CLIV. 


runcvjtuv xsiaiA 

Mnrltnl Status. 

1 

Cho- 

lera. 

■Diarrh- 
oea and 
dysen- 
tery. 

Other 

fever. 

Influ- 

enza. 

Malaria. 

Measles. 

ttisccl- 

Inr.cu*. 

Pneu- 

monia. 

2 , r5 

SE° 

r°i 

Asth- 

ma. 

Unmarried • 3 * 0D ' 

11 

(10-7) 

118 

(110-4) 

46 

(41-2) 

17 

(1S-4) 

865 

(803-8) 

251 

(130-4) 

30 

(82-4) 

10 

(18-1) 

20 

(10-0) 

(0-2 1 ) 

Married 2 

1 10 
(0-0) 

84 

(98-2) 

25 

(34-8) 

15 

(IB-5) 

C38 

(078-5) 

18 

(110-1) 

103 

(00-0) 

103 

(16-6) 

15 

(16-8) 

1C 

(7*8) 

Widow . 

Widower * 200 

1 

(1-6) 

0 

(0-7) 

34) 

(17-7 1 

4 

(7-7) 

13 

(0-3) 

1 ' 
(2-7) 

6 

(2-8) 

0 

(1-2) 

128 

(122-2) 

m 

(33-5) 

0 

(10-8) 

0 

(8-7) 

22 

(12-5) 

0 

(6-B) 

(28) 

3 

(IS) 

0 

(3-0) 

0 

(1-3) 

4 

(V4) 

(00) 

8,388 

I 22 

210 

85 

38 

1,068 

_ 

200 

170 

38 

41 

10 


- 7 . , a. 1 , „ inpiflenco of various diseases during the - 

Table CLIV sets out ^ ata J t It will be noticed that dysentery and 
year according to marital stat • widows, and the married people 

diarrhoea is specially prevale ^ s Widows as well as unmarried 

suffer relatively less o: fevers while married people ■ 
persons also suffer relative 1 ) iufluenza l pneumonia and cholera are 

suffer less tha J^S^tatuB being more or less evenly distributed amongst 
- n0 respecter of ^mSed persons are more frequently affected with malana^ 
these groups. TJnmarrica P - widowers suffer less. Excessive morbidity 
while married persons and speua 7 ^ res tricted to the unmarried group, 
from measles as may be tvohoid and para-typhoid fevers. Asthma, 

c^e^tontismSya J2 of the married people and of the widow. 
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Reference to Table CLV will show that marital status is of considerable 
significance in the distribution of acute illness. Thus none of the widowers 
.are acutely ill and the incidence of such illness is relatively small amongst 
the widows as compared with the other two groups. Here again the acute 
illness amongst the unmarrieds is twice as much as amongst the married 
people. On the other hand, the widowers suffer most from chronic sickness. 
This is inexplicable, but perhaps the differentiation amongst them, i.e., between 
the chronic and acute illness has not been properly carried out. As regards 
indifferent health, the figure for widower is unbelieveably high and none 
of the widows falls in the category. Taking total sickness into consi- 
deration, it is surprisingly high for the widowers, nearly half of whom were 
unwell. Equally surprising is the low incidence of sickness amongst the 
widows. As between the married and unmarried the former enjoy some small 
advantage over the other group. Here the age factor may be partly res- 
ponsible for the difference noticed particularly in the case of the widowers 
who are mostly old people, and we are not in a position to assess the precise 
advantage that accrues in married life from these data. It is a matter of 
general experience that comparatively the married suffer less from diseases 
than the unmarried. This may arise both from the benefit of domestic 
care and from physiological advantage as regards non-specific resistance in 
married life as can be demonstrated in the case of animals. 

While in urban areas economic differences are marked and are associated 
with widely different modes of living, the same cannot be said about rural 
areas. In the present study members of the upper class families have certain 
amount of advantage over the middle class, both in regard to acute and chronic 
illnesses, and the middle class again has relative advantage over the poorer 
section as regards such illnesses (vide Table CLVI). 

Table CLV. 


State of Health According to Marital Status. 


Marital status 

Well. 

Acutely 111. 

Chronically ill. 

Indifferent. 

Total. 

No. 

P. C. 

No. 

m 

No. 

P.C. 

N.o 

69 

Unmarried 

2,745 

83-6 

47 

m 

65 



7-8 

3,007 

Married . . . 

2,340 

80-5 

20 

0'8 

52 



RH 

2,614 

Widow . . 

460 

07 ’6 

3 

0-6 

0 



■ 

471 

Widower . . 

10S 

61-5 

0 

El 

6 

D 

04 

45-6 

206 


Table CLVI. 

State of Health According to Economic Status. 


Class. 

1 Well. 

1 

Acutely ill. 

Chronically 11|. | 

1 Indifferent. 

Total. 

No. 

R39 

No. 

P.C. 

No. 

P.C. 

No. 

r.c. 

Upper 

705 

83-1 

0 

m 

16 

1-9 

71 

8-9 

800 

Middle . 

HI 

87-7 

13 

H 

19 

2-0 

83 

8'9 

932 

Lower . . 

Ea 

88-3 

15 


22 

2-7 

58 

7-2 

809 
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15,5 

Table CLIX. 

Sickness during the year according to Position i 

Secondary). 


in the Family ( Primary or 


Par tent. 
Primary. 



Leaving aside asthma, as a non-infeetjous disease it ip strange to find thitf- 
94 per cent, of influenzal pneumonia cases and 93 per cent, of cases of other 
miscellaneous diseases as also the great majority of cases of dysenteries and 
dianheeas, influenza, y. D., typhoid and paratyphoid fevers, other fevers* 
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chickcnpox nnd cholera should be primary. Actually the only diseases in 
which secondary cases slightly out-number the primary cases are measles and 
mnlnrin. - What may be the explanation of relatively low intrn-family trans- 
mission of even diseases like influenza ? What arc the conditions which 
permit the infection of the disease to develop from outside sources ? From 
the housing conditions, the level of environmental sanitation and the crowded 
way ofliving as described in chapter II, one might have expected more frequent 
development of secondary cases. The average size of the family is 5*9 indi- 
viduals. Comparing the chances of acquiring clinical infection amongst the 
members of the family exposed to a primary case, and of any individual, other 
than the primary case, in the whole population (irrespective of whether there 
were cases in the village or not) the former are little more than twice the latter 
in ease of dysentery and diarrhoea. It may be that on account of frequent 
traffic with Calcutta and suburbs, the primary cases have acquired infection 
outside the nrca from multiple sources. Is it because the Btrains of organisms 
arc low in properties of diffusion, of tissue infection or of toxicity and have 
thus failed to produce clinical infection amongst the family members, or the 
people have acquired a high degree of resistance from frequent clinical or sub- 
clinical infection, or again the facilities for inter-family transmission are not 
materially less than those for intra-family transmission 1 In the absence of 
more exact knowledge as regards the sources of infection in each case, the 
properties of prevailing strains of the organism, the degree nnd distribution 
of specific resistance and the relative spread of non-clinical infection amongst 
the family contacts and others, it is not possible to fully answer these questions, 
lint these results suggest tlint thorough and continuous investigation regard- 
ing flic herd structure in respect of certain diseases may reveal interesting 
epidemiological patterns in respect of the various diseases constantly prevail- 
ing in the community. It is obvious that to devise measures intelligently nnd 
economically for interfering with the present distribution of infections diseases 
the studies indicated above are both of practical nnd theoretical importance. 
It may also be stated that the picture presented here suggests that conditions 
are favourable for the development of epidemics, if for any reason the limiting 
conditions mentioned above fail to function. 

Second sickness. 

Of Ihe 2,1118 | arsons who reported sick during the year 278 persons or 
11*1 per cent, suffered from a second sickness during the same period. The. 
age distribution for various age groups is shown in Table CLX. 

Taiu.k CLX. 


Second Sickness during the year According to Age. 
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Uife there is more or less an even distribution, [n Table CLXI the sex distribu- 
tion of the second sickness is shown, and here again the incidence is relatively 
.greater in males than in females. 

I 

, Table CLXI. 


Second Sickness during the year According to Sex. 


— 

Hales. 


Second sickness 






113 







(126 8) 

First sickness 

■ 

. 

• 

- 


1,112 


Note. — F igures in brackets are the expected numbers. 


* Second sickness and social factors. 

Education. — As may be seen from Table CLXII the educated people have 
•no advantage over the illiterate as regards the incidence of second sickness 
-which shows that the type of education received or the health habits practised 
by the literates do not safeguard them against disease under the environ- 
' mental conditions in which they live. It would therefore be interesting to 
'•see how the proposed school health programme brings about changes in this 
respect. 


Table CLXII. 

Second Sickness during the year According to Education. 


— 

Illiterate. 

Literate. 

Secondary. 

High School. 

University. 

Second sickness < . 

• 


218 

40 

• 11 

9 

0 



(218-1) 

(36-3) 

(12-1) 

(10/) 


First sickness . 

■ 

• 

1,013 

318 

IOC 

94 

7 


Note — F igures In brackets are the expected numbers. 


Marital status. — The incidence of second sickness is less frequent amongst 
the married than amongst the unmarried persons. These differences are 
•obviously due to age constitution, to a large extent. Widows are at a dis- 
advantage to a certain extent ( vide Table CLXIII). 


Table CLXIII. 

Second Sickness during the year According to Marital Status. 


— 

Unmarried. 

Harried. 

Widow. 

Widower. 

Second sickness 

• 

■ 

• 

• 

• 

171 

(145-0) 

SI 

(105-2) 

24 

(21-9) 

n 

(5-4) 

First sickness 

• 

- 

• 

• 

• 

1,277 

923 

192 

47 


Note. — F igures in brackets are the expected numbers. 


Occupation. — As may be seen from Table CLXIV the occupation makes 
little difference to the incidence of second sickness except in the case of * at 
school ’ at' home and'* other labourer \ 

l2 
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Table CLOT. 

Second Sickness According to Occupation .* 


— 

e 

0 
"S 

m 

f 

& 

1 

.a 

I 

•3 

S 

5 

At School. 

o 

g 

£ 

■*, 

u 

« 

Os 

O 

V 

At 

Pi 

£ 

n 

Artisan. 

Cultivator. 

Is 

s 

p 

o 

x> 

« 

S 

e* 

a 

Industrial labourer . 

i 

o 

J* 

at 

M 

s 

3 

o 

Second sickness . 

First sickness 

0 

<1-S) 

10 

0 

(01) 

1 

2? 

<23-1) 

203 

| 

ME 


1 

<o-o> 

6 

46 

(47-0) 

412 

(OB) 

6 

7 

(6-3) 

55 



* Slrfcne-s nf i ® 0TE -~Figure8 in brackets ate the expected numbers. 

clne 3 of persons having more than one occupation baa been shown under each ol Ma occupations. 

Addiction. As regards addiction, the .difference between the actual and 
expected numbers is small, but if anything, the advantage iB with the addicts 
of tobacco smoking rather than with the non-addicts. The obvious explana- 
v difference^ in the age constitution of the two groups, lie n umb er 
o alcoholics is small, but they seem to be at a certain amount of disadvantage 
as compared with others (vide Table CLXV). 


Table CLXV. 

Second Sickness According to Addiction. 


Sickness. 

No 

addiction. 

Smoking* 1 

Alcohol. 

Opium. 

Char as. 

Bhang. 

Othsre. 

Second sickness . 

213 

(208-4) 

55 

(«3-4) 

0 

(32) 

4 

(3-0) 

0 

(01) 

1 

(08) 

13 

(10-6) 

First sickness 

1,800 

5G5 

28 

25 

1 

3 

91 


Kotr.— F igures in brackets are the expected noiabcri. 


Seasonal Incidence. 

Se f °? al incidence of sickness is given in Chart VII. It will be obseryed 
a,t April and May are tlie healthiest months and September and October 
the most unhealthy ones according to the present experience. The total 
sickness curve, particularly in the later half of the year is largely due to malaria, 
*i ~ thre? months it is mostly constituted by ocher diseases of which 

fevers like measles and other droplet infection like influenza and influenzal 
pneumonia constitute the principal ones. 

Malaria. 

in ^ aVC 8ecDf * s Pnocipal cause of morbidity and mortality 

cojKiihnn^f °f Countrjr ' . We haT ® already described the environmental 

•fauna m 5.sqnito breeding and have discussed the mosquito 

of malaria ma ^° ^out the incidence of enlarged spleen and 




























Distribution of Size of: Spleen According to Age and Scat. 


1&9 



Noxo. — Ffgurei in. bracket* refer. to txpocted number*. 
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Spleen rate. 

Spleen rate amongst children under 10 years of age was on an average 17T 
per cent, and amongst persons over 10 years it was 12*1 per cent. In Chart- 
IX the spleen rates at quinquennial age groups are shown separately for rnales- 
and females. It will be observed that the two curves run more or less parallel 
except near the termination, the female rotes being as a rule lower than the- 
malc rates. In each case there is n double rise, one representing older children 
and the other early middle age. J t is difficult to assign reasons for the bimodal 
distribution and for the differences observed in the males and females except 
that in the young adult, both the specific and non-specific resistance may he 
operative to a greater extent than at either extremes of life. The sex differ- 
ences may partly arise from the difficulties in physical examination of females 
by male doctors, and partly because of the lower incidence of malaria amongst- 
them. 

It would appear that from early childhood to adloesccnce there is an 
increasing dispersion in the range of spleen size in both sexes (see Table CLXVI). 
In children under 5 years the 2 finger spleens nre more frequent than may he 
expected. The average enlarged spleen for children under 10 years is 3*2. 
centimeter beyond the costal margin or 9*8 centimeter according to Christo- 
pher's method. Among persons over 10 years the average enlarged spleen 
is 3*4 centimetre. The average spleen for these two j.roups is 0*57 and 0*43 
respectively. 

’We may fuitl cr di cus* the mlargcmmt of spleen in a somewhat uncon- 
ventional manner. Confining our attention to til se who have had malaria 
during the year, the spleen rate of the ‘ well ’ people was 33*5 per cent., of 
the acutely ill 704 per cent., of the chronically ill 87*3 per cent, and of those 
in indifferent state of health 63*8 per cent. These figures indicate that malaria 
has a profound influence on the health of the people who had contracted the 
disease during the year, whatever may be the immediate cause of ill health 
at the time of investigation. To a certain extent it was so, even if those people 
’ were in apparent health at the time. Children who have had malaria but were 
‘ well ’ during the survey spleen rate under 5 years of age was 43*7 per cent., 
under - 10 years 40 per cent, and under 15 years 47*5 per cent. A 6pleen rate 
of 33*5 per cent, for the persons now in good health hut who had had malaria 
during the year as against 14*2 per cent, for others shows that the effects o 
malaria frequently persist even when a person declares himself fit. A com- 
parison has also been made of the various degrees of spleen enlargement ior 
people suffering from cholera, dysentery and diarrhoea, other fevers, influenza, 
measles, influenzal pneumonia, typhoid and para-typhoid and asthma (see- 
Table GLXVII) as against the expected numbers for those who have had no- 
malaria and were well at the time of investigation. There was no noticeable- 
difference in the actual and the expected numbers in cases of influenza, 
influenzal pneumonia and asthma, but persons suffering from measles, dysen- 
tery and diarrhoea and to a certain extent from * other fevers ’ and typhoid 
and para-typhoid showed somewhat greater enlargement than expected.. 
These persons did not give any history of malaria during the year. Is it 
possible that some of these diseases have to a small degree contributed towards-, 
the enlargement of the spleen or they '.had suffered from malaria but had. 
forgotten ? We consider that the former possibility should not be ruled out- 
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Table CLXYII. 

Spleen-Enlargement amongst Persons without History of. Malaria who 'suffered 
from certain Diseases during the year. 


1 

***■» 

H 
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o 

JZ 
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>t 

k 

£ 

►» 

P 

5 

CS 

s 

o 

Sm 

5 

te 

u 

0) 
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C. 
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N 

s 

p 

jj 

or 

ts 

a 

Inllucnzal pneumonia. 

m . 3 

O 

>> 

<a 

k 

P 

3 

o 

p. 

E-i 

« 

c 

£ 

"cr 

** 

c ' 

*3 

BTon-palpable 

17 

143 

G5 

25 

105 

32 

34 

17 

945 

3,627 

(18-4) 

(158-5) 

(72-5) 

(20-0) 

(187-4) 

(31-9) 

(37-7) 

(18-4) 

(1,588-2) 


Palpable . 

0 

5 

o 

4 

12 

0 

2 

0 

228 

48 

(0-2) 

(2-1) 

(10) 

(0--U 

(2-5) 

(0-4) 

(05) 

(0 2) 

(20-4) 

-• 

1 Finger . 

I 

3 

3 

1 

4 

0 

0 

1 . 

95 

17 

(01) 

(0-7) 

(0-3) 

(0-1) 

(0-9) 

(0-1) 

(0-2) 

(0-1) 

(7-2) 


2 Fingers '. 

1 

4 

0 

. 0 

8 

1 

3 

1 

172 

36 

(0-2) 

(1-5) 

(0-7) 

(0-3) 

(1-8) 

(0-3) 

(0-4) 

(0-2) 

(14-8) 

• • 

3 Fingers . 

0 

5 

1 

0 

2 

0 

0 

0 

99 

17 

(01) 

(0-7) 

(0 3) 

(01) 

(0 9) 

(01) 

(0-2) 

(01) 

(7-2) 

• • 

4 Fingers . 

0 

4 

1 

0 

3 

0 

0 

n 

53 

‘ 11 . 

(0-1) 

(0-5) 

(0-2) 

(0-1) 

(0 0) 

(0-1) 

(0-1) 

(0-1) 

(4-7) 

•* 

Total 

19 

164 

B 

30 

104 

33 

39 

19 

• 1,592 

3,765 ' 


Note. — F igures in brackets are expected numbers. . . . 

Blood parasites. v ' . 

No blood parasite except malaria parasite was found in any person. . Thick 
and thin blood films of 5,436 persons were examined. One hundred and ; 
eighty-four persons carried this parasite (3-4 per cent.). The parasite rate, 
amongst children under 10 years was 5-3 per cent, and that amongst persons' 
over 10 years it was 2-6 per cent. The gametocyte rates ..iii the two groups 
were 40-0 and 37-2 per cent, respectively. The distribution of the various, 
species of parasites is shown in Table CLXYIII. . . , " ; 


Table CLXYIII. ; 

Incidence, of Different Species of Malaria Parasites in the ' Sample PopulaUofi’^. 


*' MALIGNANT TEBTIAN. 

IlKXIOX TEKTIAX. 

’ QtTAItTAX. ' ’ 

Atscxunl. 

Sexual, 

Both. 

Asexual. 

Sexual. 

Both. . , 

Asscxunl. - j 

Sexual, j 

• Both: i 

73 

30 

B 

33 

3 | 

B 


EH 



3f.T.=2-3 p. c. 'B.T, =0-8 p. c. ‘ Qunrtan=0-3 p. f. ’ 


The percentages of the males and the females carrying parasites at different? 
age groups axe shown in Chart VIII. ^ „ 


' • ' Haemoglobin. ’ J 

’ - Five thousand nine hundred and forty-two persons, were examine^ .for 
haepioglobin content of the blood. 
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Table CLXIX. 

Distribution of Persons who had had certain Illnesses Aufifig the year dccoYd- 
ing to varying percentages of Haemoglobin. 
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51 

n 

7 

m* 
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S 

- 

27 

1 

4 

1 

0 

o 

i 

» 

3 

30 
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(0-2) 

0 1) 

(»•;> 

(U-2) 

(lfi 

(0 2) 

«t*s> 

(0*1) 

(11*0) 

— 7ft « 

2.800 

IS 

128 

S3 

21 

14S 

24 

20 

13 

1,312 



(Ifl-Pl 

OHIO) 

(341*7) 

(23*0) 

(148*0) 

(23*8) 

(28*7) 

(14*8) 

(1,233-4) 

—100 

:.«4 

3 

13 

15 

7 

34 

4 


0 

140 



<3-3) 

(24-8) 

(«•«) 

(4*8) 

(31*0) 

(3*0) 

(&•(>) 

(3-1) 

(257-1) 
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3,411 
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28 
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IS 
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- - * • 
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Note.— F igure* In brackets are expected number* tlcriied from (Into lor * well ’ persons who ha\e had 
no diktats* during the fear. 


Haemoglobin deficiency is more marked amongst the females than amongst 
the males, thus while adiongst the former — 50 per cent., —75 per cent., 
and under 100 per cent, deficiencies are present in 1*6 per cent., 81-3 per cent, 
and 17-1 per cent, respectively, the corresponding figures for the females are 
2-0 per cent., 85-8 per cent, and 12-2 per. cent. 

Taking midpOltits of the intervals on the Tdlquists scale, the average 
Haemoglobin percentage for each sex and various rtge g'rotips were calculated 
•atid thfe deficiencies from maximum were worked out. These are shown in 
Chart X. It will be observed that starting with 35 per cent, deficiency in 
both sexes, in the age group under 5 years, there is little change in the male- 
population till adolescence when a sharp improvement takes place and the 
haemoglobin deficiency is reduced to under 30 per cent. Early in adult life 
there is a slight deterioration which continues progressively till the old age, 
when the same level as in the begirining is reached. The picture is materially 
- different for tlid fefbalSs. They continue at the same level as they begifi fill 
the age of 25 when there is a sudden deterioration touching 38 per cent, 
deficiency. There is a partial recovery at 35 years of age after which, slight 
improvement continues till Old age when the female curve again meets the 
-male curve. It may be noted that, the period of greatest deficiency in baemo- 
gioblb. cOntefat of the blood amongst the females corresponds to the period of 
gfSatett topfOdiictivg aOfivity ( 4 # page 102). It may alto be seeii {vide Chart 
XI) that the. relative frequency of hookworm infestation in the two sexes, 
at the various age periods, does not explain the sex differences in haemoglobin 
deficiency. While we cannot exclude hookworm infestation as a contributory 
cause for anaemia in this community, there are, evidently a complex group 
of causes operating to bring about the unsatisfactory blood picture. Nutri- 
tional deficiencies and ih&ldria dad possibly other diseases drd Sonde of the 
casual factors which await investigation. There is a jstrofig’ Suggestion that 
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pregnancy amongst the females is also associated, with low haemoglobin. More 
light may be thrown, on the problem by further analysis, though the figures 
are small. A comparison of the haemoglobin percentages of persons suffer- 
ing from certain diseases as compared with the expected n um bers derived 
from ‘ well ’ persons who have had.no illnesses during the year are set out in 
Table (3 l 5QX. It will be seen that persons with lower haemoglobin percentage 
are inore frequently met with under malaria, asthma, diarrhoea and dysentery 
afid t'o a certain extent under cholera and perhaps under influenzal pneumonia. 
In other diseases like measles and typhoid and in ‘ bther fevers 9 like ihflueriza 
either no difference from the expected numbers is noticeable or there is a slight 
■difference in the reverse direction. Thus this analysis would suggest that the 
-chief cdtises of andeinia amongst those for whom ihforthatioh is available arfe 
malaria, asthma and dysentery and diarrhoea. 

Stool parasites. 

Stools of 2,195 individuals were examined, 2,134 of whom belonged to 
•Group 1, 5 to Group III and 56 to Group II. Considering only the permdnfeiifc 
residents of the Area stdols were examined of 1,135 men and 999 women. In 
both sexes together the carrier rate of hookworm ova Was 43-9 per cent, slight 1 
ly more atnongst the males (46-4 per cent.). Ascaris infection was present 
in 3*7 per cent, of pbpulation —3*1 per cent, amongst the males and 4*4 per 
■cent, amongst the females. The difference is not significant. Other stool 
parasites were found in 1-2 per cent, of the population. 

The carrier rates of hookworm ova for the two sexes at different age groups 
.are shown separately in Chart XI. It would be observed that the rates for 
the two sexes run more or less parallel. There is gradual accumulation of 
the worms as the age advances up to the middle age and then there is a slight 
-decrease in the infestation rates amongst the old people. These findings are 
based on rough method of stool examination. Investigations involving the 
use of more exact methods and estimation of the number of eggs per c.c. of 
faeces are indicated. Improvement in the disposal of night soil accompanied 
by mass treatment will probably lower the incidence of the state of indifferent 
Jaealth, improve the blood picture and increase the working efficiency of the 
•people. 
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. • , CHAPTER XT. 

Stats of Health and Disease. 

Morbidity in Special Groups of Population. 

We Lave already discussed the distribution of sickness by causes for >- 
various age groups. Considering the main age groups, viz., the infants, pre- 
school children, school children and adults the distribution of sickness front, 
all causes is given in Table CLXX. 


Table CLXX. 

Distribution of Sickness during the year according to Special Age Groups. , 


— 

Infants. 

l‘re-Srfiool 

children. 

School 

children. 

Adults. 

Total. 

No. of sick not including dent lit 

11S 

327 

741 

1,323 

2,309 

Percentage of population «ick but 
survned. 

327 

45 -P 

4M 

35-7 

39-4 

No. of sitk Including death", 

ICO 

330 

7.M 

1,400 

2,076 

Percentage of population tick Including 
fatal ca«es. 

714 

50-4 

43-7 

370 

420 , 

>'o. of sick persons per death 

4 

" 

75 | 

" | 

ICO 


It may be mentioned here that sickness history for infants (possibly for 
pre-school children) was not fully elicited while filling the General Individual” 
Schedule but fortunately this deficiency could be made up because the informa- 
tion was repeated in the Addendum for infants and pre-school children.' Thus’- 
while the history of sickness was obtained in the General Individual Schedule- 
for 48 infants only, from the Addendum history of sickness was elicited in' 
118 instances. In the case of pre-school children the information contained' 
in the Addendum corresponds fairly closely with the data obtained from "the - 
General Individual Schedule. It is clearrly seen that percentage of population • 
that suffered from various illnesses decreases with age, whether we include - - 
the fatal cases or not. Just about 40 per cent, of the total population suffer- 1 
ed frem some disease or the other and survived and including the fatal cases’- 
the percentage was over 42. Sickness amongst infants involved over 71* 
per cent, of infant population, 50 per cent, of the pre-school children, 43 
per cent, of the school children and 38 per cent, of the adult population. These 
are impressive figures which have to be borne in mind by the Public Health 
Administrator. Leaving for the moment the school age population from 
consideration, it will be observed that the number of sick per death is the - 
lowest amongst the infants and it increases as the age advances or to put it 
differently the case fatality rate (all diseases) decreases with age. This is a 
well established epidemiological phenomena and the data presented here 
deftly indicate how necessary it is to try and reduce sickness in early age. 
This will not only reduce the high mortality in tender age groups but will 
also lower the total death rate. Here again the data presented should be of” 
special interest to the Public Health Administrator as regards relative emphasis 
on various sections of the health programme. As regards the exceptionally 
low case mortality noticed here for school going population it should be re- 
mem ere that only 20 deaths amorgst this group were recorded. The school 1 
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age population amongst the sample is only 1,720, ancl the death rate on the- 
basis of the recorded mortality is 5-8 ±1*7 per mille. It is possible that amongst 
this group 3 deaths have been missed. In any case there can be no doubt that 
fewer deaths compared to the sickness occur at school age than at other 
periods of life. 

. Infants . — It is generally believed that socio-econoihics, as well as the 
environmental factors have a great bearing on infant mortality rate, and 
indeed this rate has been generally accepted as an index of the conditions 
named above. A comparison of the morbidity rates amongst infants for 
different economic status at various age periods has been made ( see Table 
CLXXI). Strangely enough, group I or the uppermost economic group in 
almost all age periods shows the highest morbidity rate (the only exception 
being age group 3 to 6 months). For the economic groups I and II the 
morbidity rates are irregular. How to explain these strange results ? These 
figures relate to the survivals ; the illnesses of fatal cases have been ignored 
which in early life may contribute a considerable proportion of total sickness. 
7s it possible that a much higher rate of mortality amongst poorer infants 
has brought about these results or these findings are spurious because the folka. 
of lower economic levels give less accurate information than their more prosper- 
ous brothers ? Unless these snags have been removed it would be hard to 
believe that prosperity, even in the limited sense in which it prevails in this 
community, is, in an) 7 way, related to greater incidence of sickness. 


Table CLXXI. 

Incidence of Sickness during the year in Infants According to Age and Prosperity 

Levels. 


Age. 

Economic 

Croup*. 

Number 

exposed. 

Number 

sick. 

l'errentage. 

. 1 

r 

mm 

30 

7 

23-3 

1 month -j 



■to 

3 

1 

1 

L 

mmm 

23 

O 

0-1 

- 

r 

HI 

20 

« 

20-7 

1-8 inontli< 

i 

i 


43 

3 

7-0- 

* 

t 

L 


21* 

1 

3-4 ' , 

’ 

f 

■SB 

. 

4 

1G-7 

3-{i molltli.- ' , 

1 

1 

a 

3(1 

3 

8-3 


t 

in 

IS 

4 

2(1-7' ‘ 

i • > 

r , 

r 

• i 

11 

S 

72-7' 

0-0 monthi 

1 

i 

a 

22 

7 

31-S 

♦ * > 

l 

m 

7 

3 

42*0* 


r 

i 

| « 

5 

83-3' 

0-12 months . . i • 

i 

i 

• TI 

7 

4 

• 37-t 

, I * 

» t 

L 

m 

i 

0 

0 


More detailed causes of sickness amongst 118 infants are given in Tabled 
CLXXII. It will appear from the statement that dysentery and diarrhoea, 
measles, malaria and bronchitis constitute the principle causes of sickness* 
The above table may also' be of interest 1 to those concerned' with neonatal 
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morbidity. It will be observed that excluding fatal casefc sickness x&te is 
iigli immediately after birth and decreases during one to threfe monthfe and 
then rises again steadily till the end of the first year. 

It is generally believed that weaning is considerably delayed in this country. 
•Our data are small (sea Table CLXXIII) but they seem to suggest that under 
the conditions existing in the community there is a considerable amount of 
advantage for those whose diet is restricted to mother’s milk. There is a 
possible fallacy in this argument because it may he that the unweaned infants 
being younger have had shorter period of exposure and shorter span of life 
in which to become sick. The only way to make proper assessment would 
be to base the experience of sickness on person days lived. This analysis 
being of a rather elaborate nature has not been carried out at present. How- 
ever, it cannot be said that the biological advantage is with the uhweaned 
«roup. The above criticism has been largely removed in Table CLXXlV 
where the percentage of sick (including fatal cases) has been reduced to month- 
ly basis at different age groups. The advantage enjoyed by infants iiom 1 
to 6 months (when they would be breast fed) over older infants is clearly 
shown. This is perhaps understandable when one thinks of chances of infec- 
tion conveyed through cow’s milk or other food. Acquired passive immunity 
from mother’s milk, etc., is an additional factor. 


Tablk CLXXII. 


Distribution oj Sichicss by Cause's amongst Infants of Varioiis Age Groups. 


Under 




Uen'lr. _ , 

Whooplnf! i oupli 
Smallpox 

Chlrltn-pax . 

Diphtheria 
rwumonU 
Dronclm-pneumonla 
l'ollnnijeiltl. . 

Diarrhoea and tlysentcrv 

jlronrhltla . . 

lllrVeta ..." 

Malaria . 

P»Mo . 
r>>trr , 

Common mid . 

Ton-tilth. 

ConlunMIvltt. . 

InranUIr rirtlimh of Harr 

Araemla 

JlnUipl- Holla . 

<Hlonl*»a 

Jnsu.rja 

rr.UtJ.rt.it ..f lit rr ard » 


|V»t> 

loin 


1 month. 

Km 

n-c 

months. 

6—9 

months. 

9-12 

month*. 

Total. 

•» 


4 

7 

6 

16 

0 

0 

II 

0 

0 


0 

1) 

0 

0 

1 

1 

0 

0 

<1 

u 

0 


0 

0 

0 


(1 


0 

0 

I) 


0 

1 

0 

0 

0 


0 


0 

0 

0 

i) 

0 

0 

h 

4 

3 

1 

:t 

s 

•t 

•» 

•» 

I 

■ 

HeS 

6 

vl 

0 

3 

« 

31 

13 

8 

IS 

11 

l 

1 



2 

0 

n 

D 

1 

0 


I 

i 

0 

1 

1 

t 

4 

i 

0 

0 

i 

<r 

• 

II 

0 

J 

f> 

0 

1 

0 

0 

2 

0 

0 

1 

0 

0 

3 

0 

0 

3 

0 

KB 

0 

1 

u 

1 

0 


0 

1 

a 

1 

0 


0 

1 

n 

i 

21 

HR 

mm 

4ft 

* »» 

- i» 



* fe tv. ea.». ih- Irfarta rrtf.rrd Item tvt disease* at dlfferest aft 
















Table CLXXIII. 

• j «• . » • 

Sickness during the year According to Infant’s Food. 


Solid Food. 




Mu.k. 

- 


| Mother’s only. j 

Mother’s and ftesli. 

Total Xo. 

^Ick. 

Expected 

No. 

Total No. 

Sick. 

Expected 

No'. ' 

-Vil . 

148 

18 

42-4 

SO 

13 

10-9 

Cereals 

18 

7 

8-9 

18 

8 

3-9 

Sago .... 

7 

o 

1-5 

15 

8 

3-3 


Table CLXXIV. 


Sickness per month amongst Infants According to Age. 


Period of life. 

Total No. 

Sick. 

Per cent, of 
sick per 
month of risk. 

No. of sick 
Including 
fatal casos. 

1 

per cent, of 
sick per month - 
of risk 
including 
fatalcases.* 

•1 month. 

. • 


. 

. 


10 


7-3 


14-8 

1-3 months 

. 

. 

• 

• 


13 


2-8 


3-0 

3-6 monUu 

. 

. 

• 

• 

176 i 

24 1 


4-5 

30 

6-5 

6-0 months 

- 

• 

. 

- 

102 

40 


130 

45 

14-0 

9-12 months 

• 

• 

• 

• 

52' 

22 

i 

MM 

»-i ; 

20 

15-6 


* Assuming death at the end of the period. 


From the data presented in Table CLXXIV wc may obtain the average 
morbidity rate for infants as follows : 52 infants having lived for 12 months 
constitute 52x12 or 624 person-months. Fifty or (102-52) infants having 
lived for 9 months constitute 50x9 or 450 person-months and so on. Thus 
the total number of person months of risk is 1,712 or 143 person years. The 
number of sicknesses amongst infants is 123, hence the morbidity rate is 86:0' 
per cent. Excluding repeated illness of 5 infants, the rate is reduced to 82:5 • 
per cent. Including fatal cases the morbidity rate (not counting repeated 
sickness) amounts to 96*1 per cent. 

Pre-School Child . — A statement of the incidence of sickness at different 
years of life for pre-school children is given in Table CLXXV. It will be seen, 
that sickness rate decreases as age increases. The only exception to this 
well recognised rule is sickness during the first year of life, which is obviously 
due to incomplete information. It js probable that in grown up children 
illnesses of earlier life have been forgotten unless they were of serious nature. 
Confining oar attention to sicknesses which occurred in the immediate past 
year we obtain results as given in Table CLXXVI where the nature of sickness- 
is also shown. Thus it will be seen that the exception mentioned above does 

not hold. 

Aq Tpaards the nature of diseases affecting the pre-school children, measles-- 
and diarrhoeas and dysenteries rank high. 
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Table CLXXV. 


Sickness Histories 


"Within 1 year 
Within 2 years 
■Within 3 years 
Within 4 years 
Within 5 years 


Xo. of sickness. 

Xo. of people 
exposotl to risk. 

183 

739 

247 

739 

179 

370 

99 

391 

20 

100 


Per cent. 

25-0 
33-4 
31 ’1 
25-3 
13-7 


Xaturo of sickness. 


ce 

P 

0 
e 

1 
£ 

| 

*o 

£ 

b 

V 

U 

V 
>» 

Q 

c 

X 

si 

u 

o 

ft* 

£ 

G 

o 


11 

1 

. , 

9 






6 

• ■ 

" 



12-4 6 x I •' I 1 -= 

' r i lii who were sick 

w PLXXVI compares the percentage ° ^ were weaned 

3Ks£~- •£.<?£ ^ss^as^rs 

.been employed ^ tentat ,ively .t^an a yeor 

of giving ”J. bi r5S n ; reV ailing in tie Area 'T**^** infection 
‘socio-economic Is this due to grea ietotd on u 

may not be conducive to 8°°““ ^ the ute weaners, the &*! be 

1 po S er icsistEnc© -A o . . hrpa^ij even tno^S • «* • 

Spirit, It may he that keeping to hreast, e one mig p t 

more difficult, a y ^ child> g ^alth. On the other r . - d than 

only P t lat sickly children continue hreast feedmgor g weaners, this 
SSC-, « considering the large proportion of 

cfvnnnt Pa the sole explanation. , 1 * ^ a t milk feeds are 

° an ^m MeCLxltTI one gets the unespe, *i res .*» ^ „ 

associated srith sickness This may be prfy dne^ ^ ^ ^ ^ m . V00I 
tnav he seen from the last columns, and l 
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■community like this where milk is rather scarce, it is not given as a regular 
tfood to nn average child but is given more frequently when the child is sick. 
•Besides, it is probably linked up with age factor, that is to say, that younger 
••children amongst whom morbidity rate is higher, receive it more frequently 
than the older brothers or sisters. 

Table CLXXVII. 

Sickness in Relation to Milk Feeding in Pre-School Children. 


Milk Fr.r.MXG. 



m 

— 10 07 .. 

10— 



Clean. | 

Unclean. 

Sick .... 

1 .>7 

1:1.1 

41 

117 

.18 

«4 

115 

Total («lrk and not •■Irk) 

3M 

287 

72 

230 

110 

107 

1C3 

Percentage 

41-2 

47-0 

50-0 

400 

:>(M> 

42-0 

58 3 


School Child . — As we have previously stated the examination of school 
• children was carried out by the School Medical Service as a routine measure. 
A statement of the numbers of school and of scholars in the four unions is 
given in Table CLXXVIII. 

Table CLXXVIII. 

School and Scholars According to Unions and Standards. 


Union. 

Schools. 

Scholars bt Standards. 

I’crcentago 

of 

population. 

Xo. 

WUli 

trained 

teacher!. 

Health 

programme 

Instituted. 

1 

II 

III 

IV 

Total. 

•Singur .... 

12 

■a 

11 

n 

158 


112 

792 

C‘5 

Balnrambatl . 

S 

■B 

C 

2S0 

02 


07 

501 

. 3-4 

Bora .... 

0 

9 

4 

ICO 

40 

50 

68 

323 

2-3 

Begumpur 

14 


6 

432 

145 

101 

90 

70S 

3*6 

Total 

43 

32 



414 

370 

327 

2384 



From Table CL XXV III it is obvious that as , between the 4 Unions there 
.is great disparity in the number of schools and of children attending primary 
school. Since Begumpur is the most prosperous of the four Unions the 
• economic factor could not be the sole explanation of the differences noted 
.above. The educational advancement in Singur owes a great deal to the 
generous and public spirited activities of the late Mr. S. X. Mullick, C.I.E. 
■Another point to observe is that the children reaching the IVtli standard 
-constitute a little more than one-fourth (26-3 per cent.) of the entrants in the 
•1st standard which means a great wastage of educational effort. It is parti- 
-cularly noticeable in Begumpur and least in Singur Union. It may be also 
'noted that the Unions differ in regard to the suitability of teachers for purposes 
of health training. The periodical health examination of only G32 out of a 
•total of 2,384 children is shown in Table CLXXIX. A statement of the various 
•defects detected and expressed as percentage of the number of children examin- 
ed is contained in Table CLXXX. Malnutrition heads the list. Other 
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important defects are unhealthy teeth and gums, diseased or enlarged tpnsila, 
anaemia, enlarged glands, scabies and enlarged spleen. (Cf. Similar data, 
obtained for sample population during the survey. In many instances, 
differences are marked, the rates given in table CLXXX may not be applicable- 
to the entire school population.) 


Table CLXXIX. 

Periodical Health Examination of Primary School Children Carried Out in 1944.. 


Unions. 

Scholar* examined by standards. 

1 

1! 

III 

IV 

Total. 

Singur 

»-i 

00 

m 

mm 

364 

Balarambati 

0 

49 

«1 


(W 

Born .... 

0 

0 

47 


U2 

Begumpur ..... 

(1 

1) 

33 

20 

SI 

Total 

S3 

IIS 

247 

llil 

6.14 


In table CLXXXI information is given regarding the number of children 
exhibiting physical defects and the percentage of defects corrected. 


Table CLXXX. 

Percentage of School Children Shotoing Certain Defects. 


Defects. 

Percentage. 

Defects. 

Malnutrition . 




mm 

Itefrnctlon defects 


Jj 

Teeth and gum 



• 


Lousiness 



nclcanllnfra 




mmmtts 

Skin diseases . 



Tonsils . 




18 

Otitis Media 



Anaomin 



• 

1C 

Heart Disease 



Enlarged gland* . 

• 




Oaslro Intestinal 


B 

Scabies . 



• 


User trouble 


MM 

Enlarged spleen 



6 


Hernia'. 


HI 

Avitaminosis . 





Lung trouble 



Eye diseases . 




6 

Tumour 



Pharyngitis . 




6 



91 


Percents??. 


4 
:i 

5 
I-S 
1-5 
1-5 
0-5 
0-3 
0-3 
0-3 


Table CLXXXI. 

Defects Found in Primary School Children arid, Percentage Corrected- 



** - - _ - 1 

* 

1 Cuudms with defects. 

Total defects. 


Ho. of 





Unions. 

Children 



' LL 



examined. 

No. 

Percentage. 

lio. 

corrected. 

Singur 

368 

313 

83-0 

042 

23 

Balirambati 


76 

84-4 



Bum . » 

02 

73 


i|Kj£9 


Segumpur 

82 

06 

80-5 

204 


Tom 

622 

623 

83-6 

1,200 

33 


Trom table CLXXXI it will be observed that 84 per cent, of the children 
exhibited one oi more defects. This is a high figure, even though the standards- 
of examination and of fitness could not have been high. However, the small 
amount of variations observed in the percentage of defective childnsn in the 
four Unions would suggest that these standards were more or less uniformly 
applied. It is rather surprising that the percentage of defects corrected is 
lowest .in Singur. A possible explanation is that the number of children 
examined in this Union was considerably higher than elsewhere. If that .bp- 
so, the present school health service needs considerable strengthening if the- 
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medical, examination is to be extended to the whole of the primary school 
population and if satisfactory clinical service to the defective children is to 
be rendered. 

Duration of sickness. 


It is customary to confine the discussion on morbidity to the incidence 
in various groups of population and by causes. Little attention is paid to 
the loss suffered by a community in terms of quality of population and man- 
days lost except occasionally for industrial population. In certain American 
studies however, information is available about the duration of all illnesses 
for civil populations in rural and urban areas. In dealing with the morbidity 
of special groups we have drawn attention to some of the remote consequences 
of sickness affecting the quality of the population. Here we propose to deal 
with the duration of sickness at different periods of life and for various diseases. 
The relationship between deaths and duration of sickness is also considered. 

In Table CLXXXII the morbidity and mortality rates, duration of illness 
per sick person and per head of population as well as number of days lost per 
death, have been given, for different periods of life, for all diseases and for 
principal diseases separately. In Table CLXXXII it will be observed that, 
considering all the diseases, the morbidity rate decreases with age, average for 
all ages being 396 per mille, i.e., two-fifths of the whole population is sick, at one 
time or the other during the year. The mortality rate also rapidly decreases 
with age; it reaches its minimum value at the school-going age and then 
rises again in later life. The contrast between infant mortality rate of 148 
(based on infant population and not on births) and the school-age mortality 
rate of 5 is remarkable. For all ages the mortality rate is 24 per mille. On 
the other hand, the number of days of sickness per sick person, increases 
with age till the school-going age when it is as high as 52 days. It practically 
stays at that value, being 51-5 for adults. The average period of sickness 
per case is 50 days. This is a high figure indeed, and ic shows that minor 
sicknesses have been omitted. It is true, that these estimates are based on 
crude information and, as we shall see, the prolonged illness is mainly referable 
to Malaria and Diarrhoea and Dysentery. Even so, one cannot but be 
impressed with the slow rate of recovery amongst these people once they arc 
ill, which may be due partly to the absence of efficient treatment (see page 68) 
but it may be chiefly ascribed to the lack of adequate response on the part of 


the tissues. 


Table CLXXXII. 


Morbidity Bale, Mortality Rale and Duration of Sickness for All Diseases and 

for Different Stations of Life. 


5 

Periods of life. 

Morbidity 

rate 

per mille. 

Mortality 

rate 

per mille. 

Duration or sickness In days. 

Per Sick 
person. 

Per head of 
population 
exclusive of 
fatal cnees. 

Per head of 
population 
fnclusivo of 
fatal cases. 

Per death. 

Infant 

Pre-school . 

School 

Adult 

All ages 

HI 

■H 

148±tM> 

40±0 , 5 

5 ±1-0 

21 ±2-1 

2 1 ±1-7 

27-0 

42*5 

61-0 

61-5 

40-0 

12-4 

20'0 

22-0 

18-4 

10-0 

I0'7 

21- 4 

22- 7 
10-5 
21-0 

105 

477 

3,808 

872 

800 


Note,— E nglish figure for Industrial worker 1034-35 Is 3-3 to 9-2 days. 


M 














The loss ‘of 'time cltie to sickness per head of population in the various kge 
groups also increases with age up to sihool-age and later 'decreases^ slightly. 
Thus, the loss per head of population in the school-going age (including those 
who fell sick and those \vh6 did riot.) is fi "whole working month. A loss of 
eighteen and a half days per head of adult population, lf)*6 days for all hges, 
must he serious economic loss to the family and to the community. In these 
estimates fatal cases have not been included. Taking these cases into 
account, one more day has to lie added for the loss suffered by adult and a 
day and a half, for all ages. We have no comparable figures for other com- 
munities in this country brifc the results of certain American studies may be 
given here. In 1938. a survey of 308 rural families (Hollingsworth and Klein, 
1913) with a membership of 1, '250 persons belonging to the Standard Umstcd 
community in a petroleum area, Arkansas, was carried out by collecting data 
referable to the preceding 12 months from the date of study. The average 
number of days of illness varied between 9-1 and 15-5 per person for different 
age groups. In another rural community belonging to 21 South Carolina 
cotton-mill villages were collected for 22.000 persons. The average duration 
of disabling illness per person of nil ages was found to be 9-3 days. It varied 
between 3-1 days for children 5-9 years and 22-1 for old persons above on 
years ( see Table CLXXXIII). Thus, apart from the temporary and perma- 
nent loss in efficiency due to sickness, a loss of such a large number of working 
days must necessarily be a handicap of considerable magnitude, to any nation 
aspiring for industrial independence. 


Table CLXXXIII. 

Disabling Illness ; Average Number of Days -per Person by Age Group in 2-1 South 
Carolina Cotton-Mill Villages , April-Decembcr 1917 (22,000 White persons). 


Ago Group, 


Average annual number of 
(lays of <It«abllng llln«« 
per pep. mi. 


All ages 
Under 5 
£—9 . 

10— U 
15—84 
25—34 
35—44 
45-54 
65 and Over 

Taking all ages together and including the fatal cases each individual in 
this area, on an average, loses 21 days in the year through sickness. _ This is 
a tremendous loss. Again, for each death that occurs the community loses 
800 man-days through sickness or to put it in another way, with each death, 
one individual may be considered not only out of commission for two years 
and two months hut also a charge on the community for maintenance, nursing 
and treatment. How many people realize this significance of the mortality 
statistics ? But this is not all, because the loss so suffered is by no means 


9-3 

£•0 

3- 1 

4- 4 
7-B 
9-2 
9-1 

12*7 

22-1 



(Uniformly sprehd over thfe various periods of life. The infants whose economic 
value of time is nil suffer less than one-eight the loss in person days as com- 
pared to the adult. Pre-school children also lose a relatively shorter period 
for each death. The adults lose 872 man-days or 2 years four months and 
22 days for an individual, per death, but phenomenal loss occurs in the case 
of school child. When a child of school-going age dies this group of persons 
lose 3.898 man-days or 10 years, 8 months and 8 days through sickness. The 
•death rate being 5^1*5, its maximum value may be reasonably be taken as 8 
in which the man-days lost per death would be reduced to 2,436 which is still 
a large number. This is because low denth rate in this age group is coupled 
with high morbidity rale and long duration of sickness. -As we have already 
seen (page 71) the children attending school have a higher morbidity rate than 
children of school-going age not attending school. Thus if, as we expect, 
there is a general and rapid extension of education in the near future without 
corresponding improvement iu the control of diseases, we may be faced with, 
an even worse situation than at present. The educational authorities will do 
well to take a note of this observation for they must make sure that their high 
object is not defeated through excessive morbidity rate amongst the children. 

Table CLXXXIV. 


Morbidity Rate, Mortality Rate and Duration of Sickness for Malaria and for 

Different Stations of Life. 





Duration of sickness In days. 

— 

Morntdlty 

rate 

per mille. 

Mortality 

rate 

per inlllc. 

l*cr Pick 
person. 

Per htfad of 
pop. exclu- 
sive of 
fntnl eases. 

Per head or 
■pop. inclu- 
sive of 
fatal case*. 

EB 

Infant 

73 

10-0±5-9 

45*7 

2-0 

3-1 

274 

I’rc-pchool . 

257 

12-5 ±3-8 

40-7 

12-1 

12-8 

877 

School 

317 

2*1 ±1*0 

03-0 

20*2 

20-3 

8,055 

Adults 

253 

4-2±(M> 

C2-G 

13-0 

13-3 

2,847 

All Agor 

200 

4 , 8±0 , 8 

57*4 

14-9 

15-2 

2,590 


Let U 3 now consider a few important diseases individually. Unlike overall 
morbidity rate, malaria rate increases with age till the school-age and then 
declines in adult life— the average of all ages being 260 per mille as against 
396 for all diseases (see Table OLXXXTJ). Morbidity rate, on the other hand, 
follows the same course as the overall mortality rate, being lowest at school 
a"e. The rate for all ages is 4*7 as against 24 per mille for all diseases. A 
point of special interest is the high mortality rate (10-6) for infants with a low 
morbidity rate, thereby emphasising the high case fatality rate in malaria 
amongst infants which is a fact generally accepted by malariologists. The 
greatest loss, however, occurs amongst pre-school children and least amongst 
the school children though the morbidity rate is the highest in the latter. 
Duration of sickness per malaria case is also longest in this group being over 
two months. It would appear that the shorter duration of sickness amongst 
pre-school children and particularly amongst infants is largely duo to speedier 
fatal end hut probably also partly due to quicker recovery in the case of sur- 
vivors. The stalemate between disease and resistance is reached at school 
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age with more frequent victory for the latter than in any other age period. 
Later in adult life the period of -sickness decreases blit the death rate is doubled. 
The significance of this observation cannot be properly understood unless- 
adolescents, adults and old people arc separately considered. The average 
period of malaria fever, for all ages in 57 and a half days — a pretty long period 
which is frequently broken up by a number of intervals of intermission. Of all 
periods of life the school-age suffers the greatest loss of time from malaria 
indeed, major part of the time lost through sickness at school age is due to 
malaria. 

The loss per head suffered by infant population from malaria is relatively 
small being only 3 days as against 20 days by the children of school going age, 
and 13 by the pre-school and adult populations. For all ages, half a month 
per head of population is lost through malaria every year. 

Man-days lost per death from malaria is enormous for school-age children. 
viz., 8,GG5 or 23 years and 9 months in terms of an individual. Loss for adults is 
also considerable, though not as high as for the school age children, being 
2,847 man-days or 7 years, 9 months and 22 days for a person. 

Dysenteries and diarrbreas htc particularly hard on infants as both morbi- 
dity and mortality rate are absolutely and relatively high. The prc-schoo l 
child also fares badly in regard to both these rates but the school-age child is 
the least affected ( see Table CLXXXV). These affections to a certain extent 
increase in importance in adult life but nothing like infancy or early child- 
hood. The average period of sickness for all ages is 41 days. It is lowest in. 
case of infants, viz. 16 days. For other periods of life it varies but compara- 
tively little being round about 44. Unlike malaria the school child is detained, 
by dysentery or diarrhoea for almost a week less than either the pre-school 
child or the adult. In this case the loss per head of population is the greatest 
for the pre-school child and the least for the school age population. .Average 
for all ages is 1-8 days. 


Table CLXXXV. 


Morbidity Rate, Mortality Rale and Duration of Sickness for Dysentery and 
Dianhm and for Different Stations of Life. 





Duration of sickness la days. 

Periods of life. 

Morbidity 
rate per 
mllle. 

f 

< ' 

Mortality 
rote per 
mllle. 

P?r sick 
person. 

Per head 
of pop. 
exclusive of 
fatal cases. 

Per head 
of pop.* 
Inclusive of 
fatal cases. 

Per death 

Infant 


21-2^8*0 

10 0 

1*0 

2*3 

SO 

iPi’C-BChOOl . t . 



47 *4 

3*3 

8*8 

338 

School 

M 


41*0 

1*0 

1*0 

801 

Adults 

1 

2-2 ±0-7 

47*1 

1*0 

IS 

722 

All ages 


3*3±0-7 

41*2 

1*0 

1*8 

460 


Loss of man-days per death from dysentery and diarrhoea is small com- 
pared to malaria, the average for all ages being 460 man-days. The school- 
age chi d as usual loses the largest number of man-days per death, it being 










4361 followed by the adult with 722 man-days. Infants lose 99 man-days and 
the pre-school children 338 only. In terms of an individual the loss per death 
per infant, pre-school child, school-age child and adult is 3 months 9 days, 
11 months 8 days, 2 years four and a half months and 1 year 7 months 7 days 
respectively. 

Measles mostly affect the pre-school child, the morbidity rate being 147 as 
-against 69 for the infant and 73 for school-age child (sec Table CLXXXVI) . 
Tor the adults the morbidity rate is only 6 per millc. No deaths occurred at 
any period of life. The period of sickness varies little for the various periods 
•of life, the lowest being 7-4 days for infants and the highest 9*3 days for 
pre-school children. The average for all ages is 8-3 days. Per head of popula- 
tion measles causes a loss of a day and a half in the case of the pre-school 
child and half a day each for the infant and the school-age child. For the 
.adults the loss of time through measles is negligible. 

Table CLXXXVI. 


Morbidity Rale, Mortality Rate and Duration of Sickness for Measles and for 

Different Stations of Life. 





1 

Duration of sickness in days. 

Period* of life. 

Morbidity 
rate ncr 
millc. 

Mortality 
rate net 
millc. 

Per sick 
person. 

•Per head of 
) population 
•exclusive of 
fatal cases. 

Per head of 

population 

lncluslvo of 
fatal cases. 

Prr death. 

Infant 

« • 

CO 

0 , 

7-4 

0-3 

0-5 

Docs not 
arise. 

Pre-school . 

• • 

147 

0 

0-3 

3-4 

1-4 

II 

■School . 

• • 

73 

0 

8-2 

0-0 

00 

It 

.Adult") 

• « 

0 

0 

8-5 

005 

0-05 

» 

Alt np*s 

■ 

42 

0 

8-3 

0-35 

0*35 

II 


Table OLXXXVII. 


Morbidity Rate, Mortality Rate and Duration of Sickness for Pneumonia and 

for Different Stations of Life. 


Period* of life. 

Morbidity 
rate per 
millc. 

Mortality! 
rate per 
millc. 

| Duration of sickness In days. 

Per sick 
person. 

Per head of 
population 
cxcluslvo of 
fatal cases. 

Ter head of 
population 
Inclusive of 
fatal eases. 

Per death. 

Infant 



4 

0 

20-0 

0-1 


Docs not 









arise. 

"Pre-school . 

• 

• 

7 

0 

24*2 

0-2 


»> 

"School 

. 

« 

3 

0 

21-0 

■ 

■EE 

>1 

Adults 

• 


8 

l-7±0-0 

44-5 


■9 

222 

All ages 


MM 

0 

l-0±0-4 

30-2 



m 


Pneumonia is not a common disease, the average morbidity rate for all 
ages being 6 per millc. The adults and the pre-school children suffer more 
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than others, the morbidity rates b'eipg 8, and 7 respectively ( sc ? Table 
CLXXXVII). Deaths were recorded only amongBt adults, the mortality- 
rate being 1*7. Average period of sickness for a case of pneumonia is 30 days,, 
being highest viz., 44-5 days for the adults, 24 days for the pre-school children 
and 22 days for school-age children. The loss of time per head of population, 
is relatively trivial being less than quarter of a day. The adults lost 222 man- 
days or 7 months and 12 days in terms of an individual. 

Table CLXXXVITI. 


Morbidity Pate, Mortality Pate and duration of Sickness for Influenza and 

for Different Stations of Life . 





1 

Duration of .lekness In days. 

Periods of life. 

Morbidity 
rate per 
mille. 

Mortality 
rate per 
mille. 

Per sick 
person. 

Per head o" 
population 
exclusive of 
fatal rases. 

Per head of 
population 
Inclusive of 
fatal cases. 

Per death. 

Infant 


* 

<r 

i 

10 0 

001 

00 4 

Does not 

arise. 

P e-school . 


3 

0 

1 

0-03 

0-03 

»r 

School 


0 

0 

6*0 

0-04 

0-04 

» 

Adults 


7 

0 

6m 

o-oa 

0-00 

»» 

AUlge* 


C 

0 1 

8-3 

005 

005 

*» 


Influenza is even less common than pneumonia, the morbidity rate for all 
ages is only 6 per mille. It is 7 per mille for adults, 6 for school-age children, 
3 for pre-school children and 4 for infants {see Table CLXXXVIII). No deaths, 
occurred. The average period of sickness per case is 8-5 days for adults and 
6 days for the school-age children. Loss per head of population is nominal.. 

From this limited experience it may be stated that dysenteries and diar- 
rhoeas and malaria are the most important diseases as life risks for infants, 
and young children. They arc also responsible for huge loss of time at all 
ages, particularly the school-age and the adult life. 

Investigation of Infectious Diseases. 

In our present stage of development of community health in this country 
the investigation and control of infectious diseases justly claim a high priority 
in the scheme of public health organisation. Not only do these diseases- 
carry away a large number of victims every year but they are also responsible 
for a considerable loss of working time and for undermining the national 
health and efficiency entailing enormous loss of national income and produc- 
tive capacity. An important feature of the acute infectious diseases is their 
great variability in regard to parts of the country involved and the seasonal 
and annual incidences. Their anticipation and early detection and control 
are matters of utmost importance. Much basic knowledge can be acquired 
by scientifically conducting routine local investigations and properly interpret- 
ing results. This knowledge may greatly help in the satisfactory control of 
these diseases. For systematic epidemiological investigation proper training, 
and experience are required which are not infrequently 'lacking in officials 
charged with these duties. 
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To, assist routine investigations we have designed a special schedule, which 
will, be found- in Appendix II. This schedule can be satisfactorily handled 
by trained and experience workers only. In the present study such training 
could not always be arranged and consequently results were sometimes not 
entirely satisfactory. However, some remarks on the cases studied have 
been made below for each disease separately. 

Tuberculosis . — Mantoux test on general population is the minimum require- 
ment for the investigation of tuberculosis problem but for a proper discussion 
of the epidemiological features of this disease expert reading of skiagrams is 
essential. As a matter of fact we have to await the introducton of the mass 
skiagraphy for essential knowledge of the disease. These specialised tech- 
niques were not employed in the present survey but in view of the social im- 
portance of the disease it is suggested that whenever feasible the survey 
staff should include a physician with, expert knowledge of tuberculosis and 
arrangement should be made for miniature mass skiagraphy specially when 
urban communities are the subject of investigation. From the crude data 
obtained in the present, study we gather that except in one case, 
the. disease was recognised for the first time during the Survey. The 
duration of sickness varied from 20 days to 4 years. In. many instances 
a near relative was the probable source of infection. Except in one case, 
conditions for the spread of infection were most favourable and many persons 
were exposed. Patients depended, upon relative for nursing but in one ins- 
tance there was no attendant. With one exception there was no. evidence of 
conscious effort on the part of the patient or the attendants to prevent 
spread, of infection. This was ascribed to lack of knowledge of the mode 
of transmission of the disease and to poverty. None but one patient received 
outside assistance and that was from a non-official source. The estimated 
economic stram on the family, due to loss of wages and to expenses in 
connection with siclmess varied from Rs. 5 to 200 per month. ’ 

Leprosy . — There were three lepers, one of which had been notified although 
they were cases of old standing, namely, of 6 to 15 years duration. The disease 
was believed to have been contracted from patient’s father in one case, in 
the other two cases the source of infection was not known. ' The clinical 
evidence suggested infectious nature of two patients but in the third case the 
investigator was not certain. Many susceptible persons were being exposed 
to infection. No conscious efforts were in evidence to prevent the spread of 
the disease. Only in one case the family possessed knowledge of the mode of 
transmission. One patient was being nursed by relatives, other two were 
not being attended to. None of them received any outside assistance. The 
financial loss suffered by the family amounted to Rs. 180 per annum in one 
case and Rs. 100 per year in another. No economic loss was suffered by the 
third family. 

Measles . — None of the five measles cases had been notified. For one case 
it is claimed that a previous attack of measles had occurred two years ago. 
One patient was in the second and the other on the 4tl> day of the disease at 
the time of visit, others were 10 or 11 days old. Thus two of them may be 
presumed as infectious. They were in contact with many susceptible children . 
A previous case in the family or amongst a neighbour account for infection 
in 3 instances. In other two cases the source of infection could not be traced. 
All the patients were being nursed by relatives and none of them received any 
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outside assistance. None of the families had definite ideas of the mode of 
transmission of the disease and no efforts had -been made to safeguard the 
susceptible children. Economic loss was estimated by one family as Rs. 18 
per month. No pecuniary loss was sustained by other families. 

Typhoid . — There were only two cases at the time of the survey, one having 
been notified by the attending physician and the other by * chowkidar \ Both 
were first attacks, one of them was in the 4th and the other in the 5th week of 
the disease. They had not been previously immunised. In one case the patient 
is believed to have been infected from a known carrier with whom he had 
been in close contact during the previous 3 weeks. In the other case the 
source of infection could not be traced but he partly boarded outside. Both 
of these patients were presumably infectious. One of them was satisfactorily 
isolated, the other was not. Both were being nursed by relatives. Besides, 
one of them received official and the other non-official outside assistance. 
Conscious efforts to prevent the spread of the disease were observable in one 
case but not in the other because of the vague ideas about the method of trans- 
mission held by that family. The monthly monitory loss suffered on account 
of the sickness was estimated at Rs. 10 in one case and Rs. 40 in the other. 

Smallpox — A case of smallpox of 8 days duration was investigated. It 
had not been notified, source of infection could not be traced, but it is 
probable that he was infected at the Railway Workshop where he worked. The 
patient was infectious and was in a position to transmit infection' to others. 
No conscious effort was being made to prevent the spread of the disease. The 
family was responsive but ignorant regarding causation. He was being 
nursed by relatives and outside assistance was being received. Being the 
head of the family and the only earning member, financial loss was consider- 
able and was estimated at Rs. 75 a month. 

Chicken pox .— One case of 10 days duration was investigated. The source 
of infection could not be traced. She was infectious and was in a position to 
infect others. Probably she infected her brother during the incubation period. 
The patient was being nursed by relatives and no outside assistance was 
being received. The family did not suffer any pecuniary loss on account of 
this case. 

Mumps . — Two cases of mumps were investigated, neither had been 
notified. The source of infection could not be traced. One case was of 3 days 
and the other of 14 days duration. Both were presumed to be infectious and 
were in a position to infect others. Nursing was being done by relatives, no 
outside assistance or advice was being given. The families did not possess 
knowledge of the method of transmission and no conscious effort was being 
made to prevent the spread, 

The Infectious Diseases Service. 

^8 The survey commenced synchronously with the inauguration of the 
activities of the reorganised public health administration in the Centre, and 
continued for the first 7 months. Since the sickness records refer to previous 
year from the date of investigation of families it is evident that the majority 
of the cases would have occurred before those activities could have reached 
them. Bes ides, the reorganisation would naturally take time to develop to 
rts rail structure. Hence for a numerical estimation of the services given to 
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■the cases of notifiable diseases before the institution, of the reorganised 
scheme we may substract £th as the contribution of the new administration 
from the total service rendered. As may be seen from table CLXXXIX of 
the 660 cases of notifiable disease recorded during the survey only 2*9 per cent, 
received diagnostic visits, 0*2 per cent, supervisory visits and 0*3 per cent, 
terminal visits. Percentage of cases receiving any kind of visit is also shown 
in the table. The numbers are small, but it would appear that the visits are 
practically restricted to cases of cholera and smallpox. If we deduct £th 
from the number of visits paid, there would be no material change in the 
description of the infectious disease service at the time of introduction of the 
reorganisation scheme. It is not possible in a survey like this to go into the 
details of the quality of the services, but these data should provide a rough 
base to measure the improvement that might be effected in the control of 
infectious diseases under the reorganised scheme, through a subsequent 
survey. 


Table CLXXXIX. 


Services Rendered in Cases of Notifiable Diseases. 


Xniuc of dlscnso. 

Xnturo of Service. 

mi. 

lllacno- 

etle. 

Super- 
visory. . 

Terminal. 

Percentage 
of visits 
paid. 

Total. 

Chlch'ti [.ox . 

. 


10 

■H 



. • 

10 

■Cholera . • . 

• 

• 

18 

19 


o 

18-2 

22 

Dlarrlm ‘,1 A dysentery 


• 

24(1 


1 

• • 

2-8 

247 

JMpthert.i 

• 

« 

1 



■ • 

•• 

1 

Measles 

• 

* 

200 

. I 



1*3 

273 

Meningitis 



1 

•• 



•• 

1 

■Mumps . 



4 





4 

Pneumonia • 

• 


37 

2 



5-1 

30 

Sn'allp 



0 

2 



26-0 

8 

T B 

• 

• 

■9 

•• 



•• 

7 

Typi-v.i and paratyphoid 

• 



3 



7-1 

42 

Total 

• 

008 

10 

1 

2 

S3 

OGO 


Assessment o£ Routine Vital Statistics. 

An account of the present method of the collection of Vital Statistics and 
■of the proposed improvements according to the Reorganisation Scheme has 
been mven in Chapter IV. A few remarks regarding the n are offered here. 
Both the sample and the routine data relate to 1943. 

Births . — Birth rate of the sample population is 42-6±2-27 as against 30*5 
according- to the routine statistical data for the whole population. Since the. 
latter figure is significantly lower than the estimate obtained in the survey it 
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is, evident that quite a number of births have not been recorded. This is in 
accordance with the experience of the workers in the Maternity anrl Child 
Welfare Section of the Institute. 

Since one of the primary objects of the Singur Health Reorganisation is to 
improve the recording of the Vital Statistics, it will be of interest to see what 
progress has been made when a similar comparison is carried out at. a later* 
date. 

Deaths . — A statement of death rates by enuses for the whole population as 
obtained from the routine statistics and for the sample population is given in 
Table CLXXXX. The death rate works out at. 10-5 instead of 22*S 
±1*41 for the sample population. The sample rate just fails tojineludc the death 
rate of the community within the range nt 5 per cent, level. Since there is- 
a possibility of failure in registering deaths, it is more than likely that the 
sample rate is nearer the true value than the rate based on routine statistical 
data. 


As regards the specific death rates it will be observed that more deaths- 
are ascribed to ill-defined or popular diseases, ‘other fevers’, * other respirator)* 
diseases ’ and ‘ malaria ’ in routine statistics than in the survey data. The 
difference between the two returns is particularly noticenble under the head 
‘ miscellaneous ’. Besides, there are many enuses of death like nephritis, 
ascites, asphyxia neonatorum, tetanus, hemiplegia, Knla-azar, diabetes, 
asthma and intestinal obstruction which are not mentioned in routine statis- 
tics. In fact, no special causes of neonatal deaths have been given by. the 
chowkidars. A few deaths due to causes like suicide, snake-bite, measles 
and whooping cough which are shown in the chowkidars’ return arc not 
represented in the survey material. These arc not significant causes. It may 
therefore be said that the survey material gives a truer picture of the incidence 
of fatal diseases in the community than do the routine statistics. 


A comparison between the routine statistics and the sample may also be- 
made in respect of infant mortality rate. This rate is subject to error from 
two sources, viz., of incomplete recording of births and of incomplete recording 
of infant deaths. Since as we have seen the record of births is more incom- 
plete than that of deaths, the infant death rate compiled from the routine 
statistics should be greater than the true value. This does not appear to be 
the case for the infant mortality rate actually obtained. According to the 
survey material it is 137±18 as against 119 according to the routine data. 
Thus it is evident that a large proportion of infant deaths have not been 
recorded by the choivHdars. 


. The maternal death rate according to the routine statistics is 6*2 per 1 ,000 
births. Since more births have actually occurred than have been recorded, 
the maternal mortality rate would be still lower than the true value. In the 
sample population the maternal death rate is 12-6±5-7. With such a high 
ar ‘kymtion this sample fails to give sufficiently precise information 

itoi£ is , u , ssi0n as Te S aT d the accuracy of the routine statistics for this, 
item. A much larger sample is required. 



Ta^ble CXG. 


Death Dates by Causes During the Tear {1943) Compared With the Data of Routine- 
Vital Statistics Collection ( ChowMdars * Return). 


Cause of Death. 


General 

Health 

Survey. 

Routine 

Vital 

Statistics. 

Cause of Death. 

General 

Health 

Survey. 

Routine 

Vital 

Statistics. 



bis 

Rates per 
IOO.OUO 


RH 

Rates per 
100,000 

Malaria f . . . 


4S2 


HemlDlegla 

28 

0 

Diarrhoea & dysentery . 


354 


Smallpox .... 

28 

3 

Cholera 




Beri berl .... 

14 

2 

Prematurity 


156 

0 

Diabetes .... 

14 

0 

Other Fevers 


128 

394 

Knln-azar .... 

14 

0 

Pneumonia . 


00 

. 80 

Asthma .... 

14 

0- 

Typhoid <fc paratyphoid 

# 

85 

73 

Intestinal obstruction . 

14 

0 

Marasmus . 

# 

71 

0 

Other Respiratory diseases . 

14 

20- 

Nephritis 

» 

71 

0 

Weils' disease 

14 

0 

Accidents other thansnakc-liltc 

71 

, 54 

Acute Arthritis (Traumatic) . 

14 

0 

Childbirth & ansemla 
pregnancy. 

of 

57 

10 

' Starvation . . . 

14 

()■ 

Tuberculosis 

- 

57 

80 

Miscellaneous . . , 

43 

sir 

Ascites 

• 

57 

0 

Epidemic Dropsy 

0 

n 

Asphyxia Neonatorum . 

• 

43 

' 0 

Suicide .... 

O 

10 

Tetanus 


43 

' 0 

Snake-bite .... 

O 

10. 

Senility 


43 

0 

Measles .... 

0 

•1 

Congenital debility & 
formations. 

Mol 

28 

0 

Whooping Cough 

O 

10 

Leprosy 

. 

■ 28 

3 

Causes unknown 

43 

0 

Syphilis 

• 

28 

0 

All causes .... 

2,307 

l.OMi 

Cancer 

• 

28 

“ 
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CHAPTER XII. 

Disabilities. 

Disabilities found in the sample population were partial deafness, loss of 
limbs (which included paralysis), partial blindness, complete blindness, deaf- 
mutism, complete deafness and kyphosis. Altogether 1*63 percent, of the 
population suffered from one or more disabilities, six persons being disabled 
in more than one way. For principal disabilities the rates were as follows : — 
Partial deafness— 0'6±0-l per cent., loss of limb 0-5±0*1 per cent,, partial 
blindness— (Hi 0-1 per cent., complete blindness— O'li'Ot per cent., deaf- 
mutism— 0*06±'03 per cent. One person was completely deaf, 2 were 
suffering for kyphosis and one had hare-lips. By sexes the disability rates 
•were 2-1 per cent, for the males and 1*4 per cent, for the females, the difference 
being accounted for mostly by partial deafness and by loss of limb, as may be 
seen from Table CXCI. The difference between the two rates is significant 
(0*7±0'3), the reasons for which arc not understood. 

Table CXCI. 


Distribution of Disabilities According to Sexes in Sample Population, 


Disabilities. 

Partial- 

ly 

deaf. 

Com- 

pletely 

deaf. 

near 

mute. 

Partial- 

ly 

blind. 

Com- 

pletely 

blind. 

Loss 

of 

limb. 

g 

Hare- 

lips. 

Total. 

Sate 

per 

cent. 

Male . 

mm 

. , 

3 

16 

S 

mm 

M 

1 

70 


Eate(%) . 


.. 

0-1 

0-6 

0-1 

1 . 


•03 



Vemale 

I 

1 

1 

13 

6 

s 

Sill 


42 


Katc(%) . 


0-03 

0-03 

0-4 

0-2 

03 

1 •° s 1 

1 ’* 




Disabilities according to occupation are shown in Table CXCIH. The 
incidence of disabilities was highest among ‘ other labourers The figures are 
•small, but the cultivators and the * liberal professions’ also had high incidence 
-of disabilities. Amongst those staying at home are included one person 
•completely deaf, 7 completely blind, 18 with loss of limbs and 2 with kyphosis. 
It is obvious that in many of them the reasons for their being at home was 
the incapacitating disabilities. This also shows how at least 19 partially 
deaf persons, 10 partially blind persons and as many as 11 persons with loss 
of limb carry on with their work in spite of their handicaps. The study of the 
•causes of disabilities is instructive (see Table CXCIV) because nearly three- 
fourths of them have arisen from diseases, and 7-1 per cent, from accidents. 
Many of the disabilities should therefore be preventable. As regards the 15 
-cases of congenital disabilities special investigation might reveal preventable 
•causes in at least some of them. Thus the 3 partially blind and the 5 persons 
with loss of limb might have been saved if proper care had been taken at the 
tune of birth. It may therefore be said that considerable improvement in the 
quality of population could be achieved by the prevention of disease and 
accidents and also of some of the causes of congenital defects. From Table 
• CXCII it would appear that considerable amount of disabilities is to be found 
in 6 ° Ver ^ y ears °f a ge, but even in active age groups, i.c., between 25 
■and 50 years also the incidence of disabilities is not inconsiderable. 
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Table CXCII. 


Distribution of Disabilities According to Age in the Sample Population. 
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Table CXOIII. 


Distribution of Disabilities According to Occupation in the Sample Population* 
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* No disabilities were recorded amongst landlords, artisans, and transport labourers. 























































Tkiti: CXCIV. 

Distribution of Disabilities According to Causes in the Sample Population. 
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Partial deafness, partial blindness and loss of limb are the chief causes of 
•disabilities in these age groups. Prom the Table CXCV it will be seen that 
while the type of addiction does not make any difference as regards incidence 
of disabilities, there is distinctly higher number amongst the addictsof tobacco 
smoking, alcohol and opium, as compared with the non-addicts; but these 
differences may be largely due to the age composition of addicts and non- 
addicts, for it has been seen that the disability rates are higher in older age 
groups than the younger age groups. 

Table CXCV. 


Distribution 'of 'Disabilities According to Addiction in the Sample Population. 
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CHAPTER XIII. 


Summary and Discussion. 

In the preceding pages an attempt lias been made to briefly describe -the 
method of conducting a general health survey of Singur Health 'Centre. Tlie 
Survey area comprised of 4 Unions viz., Singur, Balalrambati, Bora and Begum- 
pur. Singur, the Headquarters of “the Centre is situated 21 miles north-west 
of Calcutta. The area of the Centre is about 33 square miles. It has a 
population of 62,700 distributed in 68 villages and 11,390 families. For 
purposes of investigation a random sample of 1,197 families having 7,058 
members was drawn. Sub-samples of various sizes were made for certain 
special investigations. 

Field work was carried out for eight months from the 3rd January 1944, 
mainly by 4 parties each consisting of a medical and an auxiliary personnel 
according to a detailed predetermined plan. Information was recorded on 
appropriate schedules. This included particulars about individuals, families, 
houses, schools, villages and services. The indices of vitality and health have 
been presented according to the International System devised by Stouman 
and Falk ( loc . cil.). The objects of the survey have been briefly stated on 
page 2 and we may now review the results in relation to these objects. 

I. An infergratei picture ol health conditions and some ol the factors 
influencing the community health. 

We have presented the main portion of the health picture of the community 
in Chapters X. XI and XII to whioh reference may be made. This should be 
supplemented by reference to Chapters IV and VIII in which the general 
physical condition and the nutritional state of the community have been 
^discussed. To further complete the 'picture, material will be found in Chapter 
III which gives an outline of health indices and in Chapter VI which contains 
a brief discussion of births and deaths. The reproductive capacity of the 
women, the developmental progress of infants and pre-school children ani 
the physical defects discovered in school children are described in Chapter VII. 

The central facts in regard to the health conditions may be briefly -stated 
thus — 

Twelve per cent, of the population may be found unwell at any time. Of 
this over 1 percent, are acutely ill, over 2 per cent, are chronically ill and over 
*8 per cent, are in indifferent state of health. During the twelve months 
preceding the date of investigation 42 per cent, of the population'had had one' or 
more illnesses which were sufficiently serious not to be forgotten. Besides, 
1*6 per cent, of the ’population are more or less handicapped on account of 
-one or more disabilities. Clinically recognisable malnutrition is widely 
prevalent, 43 per cent, of the population being generally ill-nourished, 28 per 
-cent, being deficient in Vitamin A, 10 per cent, in Vitamin D, 7 per cent, in 
Vitamin Brandi per cent, each in Vitamins B, and C ; 39 per cent, is suffering 
from iron deficiency. 

These rates are subject to sampling error which, in most instances, should 
not materially alter the conclusions when applied to the whole population (see 
'Chapter I). In round numbers, it may be stated that of the 62,700 persons 
‘there will be found 7,274 sick or sickly persons of which 690 will bo acutely 
ill, 1,317 chronically ill and 5,267 in indifferent state of health. As many as 
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26,334 indiviiuals will have either recovered or died from various illnesses 
during the preceding 12 months. In addition, the community will be found 
burdened with about 1,000 disabled persons. General malnutrition will be 
exhibited by 26,961, iron deficiency by 24,453 and deficiencies of Vitamin A 
by 17,556, of Vitamin D by 6,270, of Vitamin B 2 by 4,829 and of Vitamins B 3 
and 0 each by 627 persons. 

Physically these people are poorly developed. The average weight of a 
male infant is 13 pounds and height 23 inches against American normals of 
18 pounds and 26 inches respectively. By the time he is one year old, the 
American baby has already stolen a march equivalent of one year over his 
brother in Singur. The divergence between the two steadily increases till 
between the 16th and 17th year the Singur boy shows a lag of about three and 
half year. Without burdening the discussion with further numerical data it 
may be stated that the Singur child is poorly developed age for age as com- 
pared with his compatriots of even the poor Bengali families in Calcutta or 
children from other parts of the country for whom data are available. 

The physical backwardness is associated with retarded functional develop- 
ment, as evi 'enced by delay in his ability to raise the head, to sit, to crawl, 
to stand without support and to walk or run about. The eruption of teeth 
and the closing of anterior fontanelle are also delayed. His speech develops 
later than usual. 

The corrected birth and death rates are 43-8 and 23-7 respectively, the 
former being higher and the latter being at par with the all-India figures. 
Infant mortality rate is 137 (male— 200, female— 84), still-birth rate is 32, 
neonatal mortality rate is 75 and maternal mortality rate is 12-6. These rates 
compare somewhat favourably with all-India experience. Of those who had 
had sickness during the year 11*4 per cent, suffered from another disease also. 

The most unhealthy months are August and September when malaria is 
largely prevalent while in April an May the incidence of illnesses is at its 
lowest. During winter months measles and other droplet infections are 
common. 

Amongst the causes of sickness malaria heads the list, followed by measles, 
diarrhoeas and dysenteries, other fevers, typhoid and paratyphoid, pneumonias, 
influenza, cholera, asthma, chicken pox, skin diseases, rheumatic fever, small- 
pox, scabies, tuberculosis, puerperal fevers and venereal diseases in descending 
order of incidence. Amongst less important diseases leprosy, nephritis, 
diseases of heart, diseases. of liver, diseases of ear, mumps and cataract may 
be mentioned. 

The survey was carried out mostly during the non-malaria season and yet 
1*1 per cent, of the population was found suffering from the disease or to put 
it differently, .37-4 per cent, of the sickness was caused by malaria. During 
the preceding year 26 per cent, of the population had had attacks of malaria and 
the disease constituted 61 per cent, of the total sickness. It is believed to 
have killed 48 persons per 10,000 population. 

The spleen rate for children under 10 years was 17*7 and it was 12*1 per 
cent, for persons above that age. It was higher amongst' the males than 
amongst the females and a double rise was noticed involving older children 
and elderly people. Amongst persons who had had malaria during the year 
spleen rate was 34 per cent, for ‘ well ’ persons, 70 per cent, for acutely ill. 
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87 per cent, for chronically ill and 54 per cent, for those in indifferent health. 
The average parasite rate was 3*4 per cent. It was 5*3 per cent, amongst 
children tinder 10 years and 2*6 per cent, amongst older people ; gametocyte 
rates were 40 and 37 per cent, respectively in the two groups. 

During the preceding 12 months measles was prevalent in an epidemic 
form causing a morbidity rate of 4*8 per cent. It accounted for 10 per cent, 
of all sickness but caused no deaths. Diarrhoeas and dysenteries were common 
ailments causing a morbidity rate of 3*8 per cent, and accounting for 8*8 per 
cent, of all sickness. The mortality rate was 35*4 per 10,000 population. 

‘ Other fevers * which remain unclassified caused a morbidity rate of 1*4 
per cont. and a mortality rate of 12-8 per 10,000 population. 

Typhoid morbidity rate was 0-6 per cent, and mortality rate 8-5 per 10,000 
population. 

Influenza and pneumonia were of equal importance each causing a little 
less than 0-6 per cent, morbidity rate. The mortality rate for pneumonia was 
9*9 per 10,000 population but no deaths due to influenza were recorded. 
Cholera accounted for 0*3 per cent, sickness and a mortality rate of 17 per 
10,000 population. 

The majority of the population was siiffering from a fairly high degree of 
haemoglobin deficiency. It was more marked amongst the females than 
amongst the males. Thus the haemoglobin value was less than 50 per cent, 
in 1*6 per cent, less than 75 per cent, in 81-3 per cent, and less than 100 per cent, 
in 17*1 per cent, amongst males, the corresponding figures amongst the females 
being 2 per cent. 85*8 per cent, and 12*2 per cent. The period of greatest 
deficiency in haemoglobin content of the blood amongst the females corres- 
ponded to the period of greatest reproductive activity viz., 25 to 35 years. 

Although a rough method of stool examination had been used the carrier 
rate of hookworm ova was about 44 per cent., being slightly higher amongsjb 
the males (46-4 per cent.) than amongst the females. Ascaris infection was 
present in 3-7 per cent, of the population, males 3*1 per cent., females 4*4 pet 
cent. Other stool parasites were found in 1-2 per cent, of the population. 

Morbidity rate decreased as the age advanced, hew babies escaped 
siclaiess during the yeaT. The rates were as high as 96 percent, including 
fatal cases, 86 per cent, including repeated illness and 82-6 per cent.’ excluding 
repeated illness. Infants suffered most during the first month of life and 
then between the age of 9 and 12 months and to a somewhat less extent between 
6 and 9 months. The chief causes of sickness amongst infants in order of 
frequency were diarrhoeas and dysenteries, measles, malaria, bronchitis and ' 
scabies. On tbe other hand, deaths occurred mostly from prematurity, 
•diarrhoeas and dysentery, marasmus, other fevers, malaria, asphyxia neona- 
torum and tetanus. 

The history of sickncBB obtained for pre-school children shows a decline in 
morbidity rate year by year as the ago advances. In this group malaria 
caused the greatest amount of illness followed by measles and diarrhoeas and 
dysenteries. Bronchitis, whooping cough and penumonia were diseases of 
lesser importance. The chief causes of mortality, amongst pre-school childron 
w;ere malaria, diarrhoeas and dysenteries,, cholera and other fevers. 

School age exhibited interesting features in that while the morbidity rath 
was still high (44 per cent, including fatal cases) the mortality rate was the 

N 
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In this connection it is interesting to note that malaria apart from its 
'.importance as regards morbidity and mortality rates, was of the greatest 
significance as a cause for loss of time. On an average tlicro were 2,590 person- 
days lost per death from malaria. There was a considerable variation for 
different age groups in this respect. In the case of school child it amounted 
■to 8,865, for adult 2,817, for pre-school cliild 877 and for infant 274 man-days. 
For each death from dysentery and diarrhoea 460 man-days were lost. School 
-child lost about 861 man-days or 2 years and 41- months per individual while 
. adult lost 1 year 7 months and 7 days. In the case of pre-school child the time 
lost was 338 days or 11 months 8 days. The number of days lost was least in 
the case of infants being 99 days only. 

As contrasted with these two diseases, in pneumonia person-days lost per 

• death were 111 for all age-groups and 222 person-days for adults only. 

One or more disabilities were exhibited by 107 persons. Altogether these 
•defects were met with 112 times, of which 70 were found in the males and 42 in 
the females, the rates being 2-1 and 1*4 per cent* respectively. The commonest 

• disability noted was partial deafness and then in order of frequency they 
were loss of limb, partial blindness, complete blindness, deaf-mutism, kyphosis, 
•complete deafness and hare-lips. These rates being of small magnitude are 
subject to largo fluctuations due to sampling error ( sec Table CXCI). 

By far the largest incidence of disabilities was amongst old people but no 
.age-group was exempt. Most of the disabled persons were at home partly 
because many of them were old and partly because of the disabilities. It is 
of interest to note that of the 106 disabilities for which information was avail- 
. able over 74 per cent, were due to disease, over 13 per cent, were due to con- 
genital causes and only 7 per cent, were accounted for by accidents. 

It is a matter of considerable difficulty to evaluate the factors concerned 
•in morbidity and mortality but an attempt has been made to correlate some 
-important factors. Thus both the illness at the time of the survey and the 
.incidence of disease during the preceding year exhibit a marked difference in 
•the sex distribution. As has been pointed out, the incidence of acute illness 
amongst the males was twice as much as amongst the females. The rate of 
chronically ill also was higher amongst the males but the females complaining 
-of in diff erent health were slightly in excess of the males. Wo are unable to 
-offer any satisfactory explanation of the sox difference noted here, except to 
mention the fact that the higher incidence amongst the males was mostly due 
to^’asthma, dysentery and diarrhoea, influenza, pneumonia, typhoid and 
paratyphoid fevers and measles. As a sequel to the higher morbidity rate 
amongst the males the mortality rate was also muoh higher amongst them, the 
respective rates for the males and the females being 29 and 18. 

It is interesting to note that the literate and the few persons with higher 
education did not have any advantage over the illiterates in regard to the 
incidence of illness and death. But it cannot be concluded that education 
per se is responsible for higher incidence of sickness because the age and sex 
■compositions of the literates and the illiterates are materially different, and 
the comparison is therefore not quite fair. However, amongst children of 
school-going age the incidence of illness was greater amongst those attending 
school than amongst those hot attending school. This difference does not 
arise from economic reasons because the poorer children attend school less 
frequently than children from the better class families. 

m2 * 
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Tic numbers arc small but tbcrc is a suggestion that person addicted to- 
opium or alcohol suffer more frequently from acute and chronic illnesses than, 
the abstainers. Apart from the question of age and sex differences in the two- 
groups, it may be argued that sickly people tend to become addicts. 

The population is mainly agricultural. No clear-cut conclusions can be- 
drawn from a study of the occupational distribution of sickness because of 
complications arising out of peculiar ago and sex distributions of the various 
groups. 

Dysenteries and diarrhoeas are frequently met with amongst the widows.. 
There is a vague suggestion that use of tank water for drinking purposes more 
often practised by them may be a contributory factor. The other differences 
connected with marital status cannot be dissociated from age and sex com- 
position but considering the high incidence of indifferent health amongst the 
widowers one is tempted to think that married life gives a certain amount off 
safeguard as regards health. 

One factor which seems to "be clearly associated with acute and chronic 
sicknesses is the economic status. The poorer people suffer more frequently 
from such disease than those economically better off. 

In the distribution of sickness by causes the wage earners bad a certain 
amount of advantage in regard to sickness from nil causes and specially from 
diarrhoea and dysentery, other fevers and measles. However, they suffered 
relatively more from asthma and influenzal pneumonia. It is interesting to 
note that 3-3 per cent, of the wage earners are unable to work at any particular 
moment due to acute or chronic illnesses and 7 percent, cannot pull their full 
weight due to indifferent state of health. Thus due to acute or chronic sickness 
235,740 man-days are annually lost by the population of the area, not to 
speak of the inefficiency caused by minor ailments. Sickness, therefore, is an 
important cause of poverty. 

Without more complicated analysis which can only be satisfactorily carried 
out for larger samples, one cannot convincingly isolate many of the remote or 
less direct causal factors of sickness. We may, however, speculate with 
regard to some of them such as those involved in the environmental and socio- 
economic conditions. 

The most important of these factors appears to be the nutritional condi- 
tion. As wc have seen, there is a widespread general malnutrition and also 
considerable clinical deficiency of iron and of vitamins A and C. The diet is 
poor in caloric value, in carbohydrates, in fats, in calcium and to a certain 
extent in vitamin A. Under tlie circumstances, a large number of people 
must necessarily exhibit low metabolic activity which, we know, is asso- 
ciated with lowered resistance to infectious diseases. 

Speaking generally, the incidence of protection through artificial immunisa- 
tion is mcagie for most diseases except smallpox. We do not wish to be 
undrrstoed that we advocate indiscriminate mass immunisation campaigns 
as j ai a i a for all diseases. Mass immunisation must be undertaken with clear 
uw < rstanding of the herd-structure and of the degree of resistance imparted' 
by tin specific immunisation. ' 

As r gards the environmental conditions it .would serve no useful purpose 
o r> caj itu ate the extremely favourable conditions for the transmission off 
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•infectious diseases which are prevalent in this area and which have been- 
discussed in details in Chapters II, V and YI. 

The sub-tropical climate, the deltaic formation of the country, the existence 
•of river, road and railway embankments interfering with the natural flooding 
.and flushing, the poor inter-village communications, the high density of popula- 
tion (1,900 per sq. mile), the unsatisfactory construction of the houses, the 
-small floor space, the low standard of general cleanliness, the dampness of the 
dwellings, the existence of the ubiquitous doba, the general lack of drainage, 
the primitive conditions with regard to the disposal of fecal matters and 
cattle-shed refuse, the presence of large breeding areas for flies and mosquitoes, 
•the non-protection of food from flies and insects and the dirty water available 
for bathing and domestic purposes can hardly be expected to support a healthy 
population. To these may be added the low economic level and the unstable 
-economic status of most families. 

Illiteracy amongst the population is as high as 80 per cent, and education 
■particularly amongst the females is still more backward. 

The preventive and curative medical services are but poorly developed. 
‘There are 2 physicians per 10,000 population. In the sample population the 
•number of expected mothers receiving pre-natal care per 100 confinements is 
16-5, only 3 per cent, of deliveries take place in hospitals, post-natal care is, 
'received by 12 per cent, of women, 2 per cent, of infants visit clinics and 6 per 
cent, are visited at home, and 13 per cent, of school children receive individual 
health examinations. The number of hospital beds per 1,000 population is 
0-22 and there are only 4 outdoor dispensaries. There is only a nominal 
infectious diseases service. 

n. Crystallisation of the main health problems of the community and 
■determination of their relative importance and suggestions for investigation. 

One of the objects of the present survey is to evolve a comprehensive 
scheme for general health survey for use in different parts of the country and 
.as such the methodology presented here is subject to modifications according to 
•the experience gained. Some ideas about the directions along which improve- 
ments may be effected have been formed and others may be usefully applied 
•in future surveys. For instance, we now know that a larger area and a bigger 
-sample would be required for carrying out more detailed analyses which would 
permit better isolation of factors concerned with the state of health. While 
•the schedules are generally suitable for the purpose certain additions and 
-alterations are indicated. Another important point that clearly emerged out 
of this investigation is that surveys should be preceded by a course of special 
training for the workers and that the field work should be conducted under the 
-supervision of full time technical experts. 

. ..The mortality rate in this area is not high compared to the rest of .the 
-country, yet the morbidity rate presents serious problems. The present 
■public institutions for medical relief provide rudimentary outdoor treatment 
to, only 1/36 of the total sick although they could take care of double that 
•number if they were sufficiently popular. The annual expenditure on these 
.institutions amounts to 21 annas per head against Es. 2£ spent by the people 
•themselves for. medical relief. However, there is only one practitioner of 
-scientific medicine in this area per 5,000 of population, and for every such, 
.-practitioner there -are four quacks. Whether or not the State ultimately 
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takes up the entire responsibility for medical relief, it is not possible to provide* 
qualified medical personnel to treat all the sick people, in the near future,, 
neither it is desirable to do so. The urgent need of preventive medicine is- 
thus fully emphasised. This is further supported by the economic considera- 
tions. According to the present estimate 235,740 man-days are annually lost- 
by wage earners through disabling illnesses, not counting the partial loss of' 
output suffered on account of inefficiency caused by indifferent state of health. 
Talcing average daily wage at a small sum of Rs. 0-8-0 per day the Singur 
Health Centre Area suffers an annual loss of at least Rs. 1,16,810. Adding a. 
s imila r sum out of the money now spent on medical relief a fair amount of 
funds should be made available for preventive work. We may now consider-, 
some of the more important diseases individually. 

It is evident that malaria takes precedence over all other direct causes of' 
ill-health. Not only does it account for the major portion of morbidity and , 
mortality but it is also responsible for the largest number of person-days lost- 
through sickness. In fact, it accounts for 73 per cent, ofsuch loss. Even 
after clinical recovery malaria infection persists for a long time and after- 
effects of the disease remain noticeable for considerable periods. Its geo- 
graphical position, topography and physiography, the favourable climatic- 
conditions with high relative humidity and temperature maintained for a 
considerable part of the year, the presence of innumerable permanent breeding' 
places provided by tanks and dobas, collection of water surfaces in the low- 
lying lands and dead rivers caused by the blockage of natural drainage due 
to artificially erected river, road and railway embankments and the general' 
state of mal-nutrition in the population, all contribute to the endemicity of' 
malaria in the Area. The slow rate of recovery is mainly attributable to the- 
last named factor, possibly supplemented by hookworm infestation. 

The comparative rarity of Aphilippinensis which is believed to be the only ■ , 
carrier species of malaria in the locality, during the first half of the year whem 
fresh cases are not uncommon, indicates the possibility of the existence of 
some other vector species such as A. aconitus, A. vamna or A. annularis. A 
closer search sould be instituted. 

To control this disease it is necessary to evolve a well-balanced scheme- 
combining the biological and the environmental approach to the problem 
which may be practicable and suitable for the community- Such a scheme- 
still remains to be devised. 

Gastro-intestinal diseases including diarrhoeas and dysenteries and cholera- 
are next in importance in causing sickness and loss of time. Unsatisfactory 
sanitary conditions including improper disposal of night-soil and cattleshed- 
refuse, the presence of a large number of fly breeding grounds, the non-protec- - 
tion of food from flies, the lack of knowledge regarding modes of infection- 
and the mediaeval nature of family outlook are some of the more important- 
factors concerned. 


Investigations are required to follow the viability and virulence of the- 
causnl organisms through the environment and more particularly to study- 
the role of ‘ ddba ’ water as carrier of infection when used for domestic and! 
bathing purposes 


Enteric group of fevers seems to be fairly co mm on particularly amongst, 
the school-age population. Improvement of general sanitary conditions,. 
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dissemination of knowledge about the means of transmission of infection and 
about the importance of cleanliness, introduction of health education in schools, 
popularising prophylactic vaccination particularly amongBt school children 
and creation of a proper outlook on health and disease will go a long way in 
controlling these fevers. 

Amongst the local diseases of lesser importance mention may be made of . 
measles, chicken pox, mumps, and tuberculosis. The first three cause much of 
the sickness seen amongst the younger age groups. The existing housing 
conditions preclude any possibility of effective isolation in case of infectious 
diseases particularly of the eruptive fevers. Apart from close personal contact 
of children in and outside the house, promiscuous defamation and careless 
disposal of nasal and respiratory secretions and of wash water disseminate 
many types of infections amongst them. To these may be added other cir- 
cumstances favourable for the spread of droplet infections such as, high 
density of population (1,900 per sq. mile), frequent communication with cities 
and industrial areas, poor state of socio-economic and sanitary conditions 
including over-crowding (the majority of houses permit only less than 36 sq. ft. 
per person), unsatisfactory ventilation inside the rooms and leaky roofs and 
damp floors. 

Respiratory infections including measles, influenza and pneumonia con- 
stitute important causes of sickness. Preventive measures directed against 
them cannot be easily organised in this community and we must for the 
present rely mostly on medical relief. 

Although smallpox is fairly under control a morbidity rate of 1*2 per mille- 
will not be considered low against the provincial mortality rate of 0-1 per 
mille, particularly when part of this area had the benefit of tho activities of 
an organised health unit for a period of five years previous to the commence- 
ment of the survey. A more intensive vaccination programme is, therefore, 
recommended. 

Unidentified fevers grouped together as * other fevers ’ contribute a morbi- 
dity rate of 13-6 per mille. It is a question whether and to what extent fevers 
of unknown origin arc prevalent in this part of the country, or whether they 
are classed as such for want of facilities for diagnosis. It is also possible, on 
the other hand that some of the so-called malaria cases may properly belong 
to this group. Investigations on these lines arc likely to prove fruitful both 
from theoretical and practical points of view. 

Asthma also figures high up in the list of diseases. It is an incapacitating 
and troublesome disease. Its causes are many and varied. Investigation on 
the (Etiological factors of asthma would he a useful line of work. 

The incidence of tuberculosis iB high for a rural area. Close contact with 
urban and industrial suburban areas is suggested as a probable explanation. 
The gross over-crowding in the living rooms and poor diet are the most 
important unfavourable conditions for this disease in the community. 

Of the other morbid conditions which contribute towards a low level of 
health, mention should bo made of the existence of o high rate of hookworm 
infection. Even with a crude method of diagnosis the carrier rate of hook- 
worm ova was as high as 44 per cent. Investigations involving the use of 
more exact methods and estimation of tho number of eggs per c. c. of feeces 
are indicated. Control of bookworm infection through improvement in the 
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disposal of night-soil accompanied by mass treatment will probably lower the 
incidence of the slate of indifferent health, improve t he blood picture and 
increase the working efficiency. 

General malnutrition is fairly widespread irrespective of the local economic 
strata. Clinically nutritional deficiencies have been observed in respect of 
iron, vitamin A and lo certain extent vitamins C and B 2 (riboflavin). A 
sample diet survey has also shown that deficiency exists in the total caloric 
intake, proteins, carbohydrates, fats, calcium and to a certain extent in vita- 
mins A and 0. The present war conditions and their repurcussions on food 
supplies and general economic equilibrium may he partially responsible for 
this high rate of undernourishment. While no material change can he brought 
about in this respect without, the improvement of economic conditions, it may 
not be difficult to icmovc n few of the deficiencies mentioned above. For 
instance, deficiency of vitamin A, iron and calcium can be removed without 
much additional financial implication by advocating more liberal use of leafy 
vegetable, root s and tubers and certain fruits, c.g., dates, guava, papaya, pine- 
apple and mangoes which are locnlly grown. To meet the deficiency in animal 
proteins, cultivation of fish in Mm and tanks on scientific lines may be 
encouraged and poultry keeping may be popularised. Whatever little milk is 
produced is generally sold out or converted into rbavvn. It* wider use 
particularly amongst < hiidren should be insisted upon. 

The number of disabled person is not inconsiderable. As many as 107 of 
the 6,388 permanent residents of the snmple population have been permanently 
lost to the community as efficient wage earners. Two-thirds of these disabili- 
ties were due to disease, and 13 per cent, were congenital in origin. Thus a 
great deal can be done to reduce their incidence if proper preventive medical 
service can be i.iganml. 

Low haemoglobin content of the blood is a marked feature of this area. 
The females suffer more frequently and more seriously than the males. Anaemia 
is particularly noticeable amongst women of reproductive age period. For a 
fuller description of the type of nnccraia prevalent here, a special investigation 
iB indicated. Amongst the causes of this condition, mention mar be made of 
mnlarin, malnutrition, hookworm infection and early pregnancy. It is how- 
ever important to ascertain the relative contribution of these and other factors 
through a special investigation in oi-der to suggest suitable preventive and 
control measures. There is, however, little doubt that amoraia.is a serious 
condition undermining the health and efficiency of a large proportion of the 
population. It is of special significance in connection with maternal and 
infant mortality and morbidity. 

Particular attention may be drawn to the exceptionally high morbidity 
rate amongst infants and lo the loss of life during the first month of their 
existence. The main causes of neonatal deaths arc prematurity, marasmus, 
asphyxia neonatorum and congenital malformation while the diseases most 
prevalent amongst the infants are diarrhoeas and dysenteries, mealses, malaria, 
bronchitis and scabies. General malnutrition is common, particularly so 
amongst women of child-bearing age. It is reasonable to assume that amemia 
amongst them is largely of nutritional origin. The extra burden imposed by 
_ gestation and lactation must have profound influence to 'the disadvantage of 
both the mother, and the child. Animal experiments provide evidence to 
suggest that nutritional deficiency ’ during pregnancy and ' nursing causes 
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‘considerable lowering of non-specific resistance of the progeny against infection. 
Thus, there is a strong suggestion tliat exceptionally high morbidity rate of 
infants and neonatal mortality may be associated with maternal malnutrition. 
Elucidation of this point is a matter of great practical importance and investi- ’ 
.gations along these lines have long been suggested by the senior author 
(R. B. L.). 

Of the defects noted amongst school children malnutrition heads the list 
•followed by unhealthy gums and teeth, diseased tonsils, ansemia, enlarged 
.glands and caries. School health service needs considerable strengthening 
for purposes of complete medical examination, correction of defects, preven- 
-tion- of infectious diseases and health education if it is desired to build a 
healthier community in the future. 

A curious point noted with regard to morbidity and mortality is a dis- 
proportionately higher incidence amongst the males. Since a large propor- 
tion of cases of infectious diseases are primary rather than secondary in the 
families, the suggestion is that infection is largely acquired by men during 
their daily contact with the urban and the suburban areas. What forces 
Jceop in check the local spread of these diseases need further elucidation. 

The two most important problems of environmental sanitation are the 
proper disposal of night-soil and water supply. The position regarding the 
latter is not unsatisfactory, almost the entire population is now using tube- 
;well water for drinking purposes. Reference has already been made to the 
-desirability of conducting investigations on the role of ‘ doba ’ water in the 
dissemination of gastro-intestinal infections and to the part played by un- 
sanitary methods of disposal of faecal matter and other refuse in the spread 
-of these diseases. Much improvement may be expected from a simple device 
to protect food from flies in the kitchens. Housing reform must be included 
in long term programme. 

Although the Health Centre Area is well connected with Calcutta and 
.suburban areas by railway and roads the inter- village communications which 
-are essential for the efficient working of the public health programmes are 
very poor and need early improvement. 

Of the socio-economic problems related to health ‘ growth of population \ 
has attracted the attention of many. In the Singur Health Centre Area 
■the average size of the family is 5’9±3-4 ancl the sex ratio of male to female 
is 52 : 48. The average age at marriage for the females is 11*2 and for 
-cohabit 12*7. The gross reproduction rate is 2*9 whereas the net reproduction, 
rate is only 1*1, which means that there is an excessive waste of life between . 
the birth of the girl baby and her reaching maturity, resulting in only a mo- 
derate growth of population. The factors that contribute towards the high 
gross reproduction rate in the area are early and universal marriage of the fe- , 
males and high birth rate (42*6) whereas the counteracting forces which reduce 
•the above effect aTe high mortality rate in early life and the existence of a 
large number of widows who are, prohibited from remarrying by social , 
customs. Without going into a detailed discussion which require a separate' 
treatment it may be suggested, that by postponement of, marriage ,to a.later age 
•considerable reduction in population growth ‘maybe effected Social forces. are. 
working towards this reform and it may be safely concluded that growth' of 
population is not likely' td present a serious problem in this area. 
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Illiteracy is one of the stumbling blocks in the progress of any nation- 
building work particularly public health. As much as 57*5 percent, of the 
male population and 95*5 per cent, of the female population over 10 years are 
illiterate. Thus there is only 1 literate female for 9 literate males. Relation- 
ship between illiteracy and ill-health has not been established in this study 
but detailed analyses have not been carried out. Determined attempts 
should be made to advance education. Adult education including health 
education should be as much emphasised as primary education. 

The economic level of the people is generally low and that too is mostly 
unstable. The survey has shown that in certain matters such as the incidence 
of acute and chronic diseases even the limited amount of relative prosperity 
enjoyed by certain families gives them small but a clear advantage. 

In general, the economic conditions impose restrictions which prevent 
effective use of modern means of preventing disease and building better health. 
For instance, 90 per cent, of the family budget on the consumption side is 
spent on food and even this is deficient. The rest is taken up by other neces- 
sities such as fuel and light, taxes, interest on loans, medical relief, etc., and. 
little is left for effecting any improvement. Economic advancement is an 
all-India problem which must be solved before material progress in matters of 
health can be made. 

According to our preliminary studies in ‘ function ’ it would appear that- 
the outlook of the people in regard to food and causes and control of infectious- 
diseases is still largely mediaeval. Generally speaking, their attitude is more 
individualistic than sociological. Since the evolution of health practices in a 
democratic society largely depends upon how people think and how they 
react to outside suggestions, these should be important considerations in the- 
planning of public health policy. It may be wiser in the beginning to lay 
greater emphasis on programmes which would give immediate demonstrable- 
relief to individuals in matters that worry them most rather than on those- 
designed to produce far-reaching hut less obvious results, whatever their 
scientific justification may be from purely biological point of view. They" 
should include building of positive health. Such programmes are likely to- 
appeal to the majority of the people and elicit proper reforms. As more and 
more success is achieved in arousing the people from morbid inactivity they" 
should be further educated to the ideas of self-help and to the need of co-opera- 
tive co mmunit y efforts without which preventive medicine cannot succeed 
and individual efforts are largely wasted. Success with such a policy would' 
mainly depend upon selection and training of personnel, upon continuous, 
intensive research in both the biological and sociological fields and upon the 
provision of such facilities and technical supervision as the existing state of 
the * social organism ’ demands. In contrast to the policy outlined above, 
one frequently meets with clear-cut and rigid schemes conceived according to 
author’s ideas of scientific requirements or experience and perhaps patterned 
after a successful foreign plan. However rational such plans may look on 
paper, their success may be endangered by the fact that they are out of tune 
with the * social organism ’. 

m. The establishment of bases for assessing the extent of progress achieved' 
by the application of specific health measures. 

Ordinarily the state of health of any particular locality is judged mainly 
on the following records, viz., the ‘ chowkidars ’ return of births and deaths,. 
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and Hospital figures and decinnial census records. Of these, the main pivot iff 
the * chowkidars * return which, it is well known, is anything but satisfactory^ 
This has been shown by our survey results for which the reader may refer to 
Chapter S3. The present survey provides ns with the necessary bases upon 
which the results of the activities of the reorganised Singur Health Centre- 
can be assessed in future by repeating similar or modified surveys. 

One point, however, which needs mention here, is that«the period of survey 
unfortunately coincided with a time of unusual stress and strain to which the- 
Province has been recently exposed. When these are removed there will be 
an automatic trend towards partial or complete recovery of the general health 
conditions irrespective of specific health measures practised. Besides, tho 
Singur Health Centre has the benefit of expert teclmical advice and supervision 
both official and unofficial encouragement and additional financial assistance 
from various funds, which will not be available in other places where similar . 
measures may be instituted. These facts should be borne in mind, while 
viewing the present picture of community health and in assessing the progress 
likely to be made through the application of certain specific health measures. 

. .The Health Indices of the community as worked out from the survey 
records have been given in Chapter Ul in accordance with the International 
System recommended by Stouman and Falk. It is Btrongly emphasised that 
in all future surveys the records should be maintained and presented in a 
manner which will permit comparison between surveys carried out here and 
in any other part of the world. For this purpose, we recommend that Stouman 
and Falk’s Health Indices should be our principal guide. This principle 
should also be borne in mind while carrying out special periodical surveys by 
Maternity and Child Welfare Section, School Medical Service or other specialised 
groups. 
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CHAPTER XIV. 

• < 

General Remarks. 

The study presented here touches upon a variety of subjects each of which 
■deserves a fuller consideration. Our object' has been rather to integrate 
•different aspects or factors relating to health problems than to dive deep 
into any of them. Thus we have only skimmed on the surface. One of the 
handicaps from which we have suffered is the small size of the sample which 
does not permit detailed analysis and cross correlations. However, we are 
encouraged by the belief that as a first study of its kind it has achieved the 
objects of the survey fairly satisfactorily. 

The survey relates to a circumscribed local area and most of the conclu- 
sions arrived at are applicable to the community under investigation. How- 
ever, we venture to suggest that some of the results of the survey may be 
viewed as of wider significance. In the first place, this study may claim to 
have developed certain techniques for the collection and analysis of field data 
applicable to the rural areas in this country which may by repeated applica- 
tion improve through refinements and better adaptation to local conditions. 
In the second place, the results obtained suggest that similar surveys should 
form an integral part of public health programme. State Medicine essentially 
means the application of scientific biological knowledge to a community suited 
to its peculiar socio-economic and environmental set up and to its political 
pattern. This is only possible when we are fully equipped with the knowledge • 
•of factual conditions prevailing in the community. If that be so, we must 
look upon the community as an * organism’ which needs special techniques- 
for the study of its anatomy (structure), physiology (function) and pathology 
•(the unhealthy state) and the State Medicine must evolve itself from a con- 
sideration of these various aspects of the ‘ organism \ 

It may thus be recognized that State Medicine in its present evolutionary 
stage corresponds with the Clinical Medicine of the pre- renaissance period. 
With some people it has been an article of faith that there is a great lag between- 
onr biological knowledge and its application for the benefit of social order. 
Be that as it may, there is an evidence of impatience in certain quarters, for 
removal of this lag. They believe public health as more of an art than science, 
and ignore the reasons why this lag has persisted. There is no short-cut to 
scientific progress but it is rather strange that in this age of science there should 
be so many people who believe in bypassing the long and arduous scientific 
method as applied to the problems of public health. The present study may 
be looked upon as an attempt at applying the scientific method to the study 
of the structure of a community from the public health point of view. The 
study of function should follow suit. 

In conclusion it may be stated that social welfare is indivisible. We have 
briefly touched upon some aspects of social structure other than those directly 
pertaining to public health. These studies are necessarily superficial and techni- 
cally amateurish. The ideal approach to the problem of social structure would 
be through a general survey conducted under the guidance of a committee 
of exports in education, agriculture, animal husbandry, cooperation, industry, 
economics and other allied fields. Following such surveys comprehen- 
sive correlated or if possible integrated schemes may be evolved in 
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which contributions of the various departments may be more or less emphasised' 
according to the stage of development of the social organism. ' It' may be found’ 
advantageous to contact the rural population through a unitary polyvalent- 
agency having a multiple technical backing. Such a machinery may prove 
not only cheaper and more efficient but more acceptable to the village com- 
munities. They may soon learn to repose confidence in a man who under- 
stands them and their requirements and who can help them in satisfying their 
varied needs by securing the services of appropriate technical personnel. At 
present the villager often feels bewildered by the one sided propaganda which 
is carried out by the technical officers of various departments, imbued’with 
unbalanced enthusiasm for their own specialised fields. A unified contact will’ 
remove this wasteful effort. Specialists will be able to make more fruitful 
contact with rural population, giving better and more effective service and 
acquiring clearer and more realistic knowledge in their respective fields. 
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APPENDIX T. 

Singur Health Re-organization Scheme (pp. 201 — 200). 

SINGUR HEALTH UNIT. 

The Singnr Health Unit provides the All-India Institute of Hygiene and Public Health 
with a controlled rural community field for investigation and for teaching of public health 
analogous in function to the provision to pre-clinicnl sections of a medical collogo of thoir 
own laboratories and to clinical sections of their own teaching hospitals. In addition it 
provides opportunity to investigate the best ways of applying the results of medical know- 
ledge to the requirements of rural units of population within existing economic practi- 
cability. The Unit administratively is a cooperative activity (December 23, 1943) between 
the Government of India and Government of Bengal. The two purposes are: (1) to 
bMlttfanlt T determine and demonstrate methods of public health administration which can bring 
essential medical protection to the rural population within the level of expondituro that 
the country can afford at its present stage of economic development ; and (2) to afford 
participative opportunity for training medical and public health personnel, particularly 
the D.P.H. students of tho Institute. An important feature of the scheme is tho coordina- 
tion of curative and preventive functions under a single administration in order to achiovo 
tho maximum results. 

Tho Unit eventually will consist of tho Seramporc Sub-division, Hoogly District, with 
a population of approximately 500,000. Initially, tho 4 Union Boards of Singur, Balaram- 
bati. Bora and Begampur havo been taken with a totnl area and population of 32-98 sq. 
miles and 62,736 respectively. These 4 Union Boards arc organised as 2 special Units 
(sec diagram on page 204 . 

Tho administration is under a Technical Advisory Committee designated to advise 
Governments of India and of Bengal on all major lines of polioy and responsible for re- 
cruiting both tho gazetted and non-gazetted staff. This Committee recommends an 
officer of the Institute to Government of Bengal as Officer-in-Chargo of Administration, 
in which capacity ho deputises the administrative control vesting in tho Director of Public 
Health. Staff deputed either by Government of Bengal or Government of India aro 
Bubjoct to tho administrative control of tho Officer-in-Chargo of Administration under 
tho guidance and supervision of tho Professor of Pnblio Health Administration of tho 
Institute. 

As regards other legal powers, the Chairman of tho Hoogly District Board has dolegated 
his powors to tho staff engaged in the Unit according to tho Looal Self-Government Aot, 
1885 and tho rules thereundor, Bengal Vaccination Aot, 1880, and Pood Adulteration Act, 
1919. Where power cannot bo dologatcd, tho Chairman is approoohed for orders for 
prosecution. The Health Officer-in-Chargo of Administration has tho status of Honorary 
Health Officer of tho Board. Similarly tho Union Board deem tho health staff working 
within thoir area as thoir honorary staff and delegate tho necessary powors to thorn as 
permitted by the Village Self-Government Act, 1919, and rules made thereunder. 

Policy, in tho first instance was determined by two factors :(1) Government of Bengal 
in 1940 approved a “ Schomo for Reorganisation of Rural Publio Health Services in Soven 
Subdivisions ” drawn up by Lt.-Col. A. 0. Chatterji, Director of Publio Hoalth, Bengal. 
Government of Bengal desired that tho Singur organisation should bo based upon Col. 
Chatterji'8 sohome subjoefc to revision as experience might indicate. (2) Tho per capita 
expenditure of 4 annas was accepted as tho sum ooonomieally practicable in Bengal for 
oorabined medical and publio health administration. It is obviously impossible to in- 
troduce any comprehensive level of technical efficiency with this limited sum. In fact, 
unless much of tho Medical Protection oan bo provided through self-help undor super- 
vision it would bo futile to inaugurate Singur. Consequently, cash purchase of medical 
protection is limited to (a) technical supervision of self-help, ( b ) cssontial but limitod 
toohnical services. This principle of ocnonomio practicability is d ^grammatically illus- 
trated in the accompanying outlino of rolotivo position of cash purchase and solf-holp in a 
school medical scrvico. Ono will noto that such school hoalth routine measures, as may 
bo carried out, are chiefly those which cither teachers or pupils can undortalco themselves. 
Theoretical academic viewpoint may feel that it would ho preferable not to inaugurate 
activities, if, as in tho oxamjplo of school health, they inuBt ho chiefly of the solf-holplevol. ' 
Practicable public health polioy in Tndia must disagree with tbiB academic viewpoint. 
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It must bo remembered that it is better to make a start at a 30 per cent. level of accom- 
plishment well done than to aim at 70 or 80 per cent, accomplishment and fall short. The- 
unprovided 70 per cent, can gradually be added to the 30 per cent. Ollier factors deter- 
mining initial policy are ns follows : 

(3) The primnry adminirtrative objectives are directed towards what empirically 
are considered to be the chief causes of readily controllable excess mortality. Smallpox 
is an example par excellence. On the other hand Tuberculosis may be found rampant 
but at this stage must be lefi out of consideration. These primary objective." are : (a) 
Smallpox immunisation and other epidemic control. It is hoped that once the machinery 
for smallpox is reorganised it may effectively cam- routine immunisation against other 
diseases ; (ft) Environmental emphasis on water supply and excreta disposal ; (c) An 
initial emphasis of maternity and child upon safe delivery; and (d) medical relief within 
the compass of the small budget available is to be directed towards amelioration of the 
chief causes of morbidity which are of acute nature. Some statistical yard-stick of results 
is essential and consequently vital statistics is an additional primnry objective directed 
towards evaluating accomplishment in the three specific fields of attack plus registration 
of total births and total deaths. Control of epidemics may necessitate a temporary sus- 
pension of certain routines in order to concentrate upon the epidemic in question, ns for 
instance cholera, when an immediate intensive vaccination programme is introduced in 
addition to other environmental measures. 

The chief secondary' objective is a minimum school health programme. 

The available special Government funds for grant-in-aid in malnria, maternity and 
child welfare and water supply make it possible to have secondary administrative objec- 
tives in those three fields that could not he considered on the annas 4 per capita basis. 
Government of Bengal ninke available a sum of Bs. 8,600 for a malaria control unit. 
Singur is availing itself of Government of Bengal's special financial provision for dai training 
to tho extent of Approx. Its. 1,500. On the principle that initial provision of safe water 
supply is a capital charge, n sum of Rs. 18,500 was provided by the Government of Bengal 
for 1044-45 to sink tube-wells to provide one well for approximately 40 households and 
Rs, 2,500 for the 'sinking of Lore-hole latrines. During 1915 certain specific projects 
connected with the Health Unit are being supported by tbc Rockefeller Foundation a8 
follows: Rural Water Standards and Correlated Epidemiological Study Rs. 19,000; 
School Health Programme and a Training Programme to train village volunteers and 
local data (midwives) Rs. 19,000 ; and Kutrition Survey Rs. 14,000. 

It is presumed that successful attainment of primary and secondary adminrstrative- 
objcctives will reduce markedly the morbidity of the areas, 

(4) Economic practicability is stated aH the first principle for adherence. Six other 
principles guiding administration are : (a) tho interdependence of social services and tho 
consequent urgency of interesting Bcrignl Departments of, particularly, -Agriculture, 
Education and Co-operatives in the Sernmpore Sub-division, Hoogly District, (6) This 
applies particularly to education, because of tho principle that the maintenance of health 
depends upon the people themselves possessing adequate health education and know- 
ledge. (c) The administration of special functions being undertaken only by a single 
governing body. Public health may prime the pump in health education but this func- 
tion in the schools belongs to education, (d) Realisation of tho necessity for compromise 
in social progress (hence the above 30 per cent, objective), hut provided compromise is in 
terms of the eventual whole design, (c) Administrative procedure must be scientifically 
derived. This is the real responsibility of the Institute and does not come within the 
annas 4 per capita. {/) Successful extension of administrative methods developed in Singur 
will depend upon the two factors of their being extended by personnel already trained in 
the Singur administrative methods which have been successfully tested. 

The Institute Section of Public Health Administration is responsible for the overall' 
administration of the area. In addition, it is itself responsible for tho administration of 
the primary objectives of-smalipox immunisation ; epidemic control ; and vital statistics ; 
as well as for the secondary objective of school health. The section collaborates with the- 
.section of Public Health Engineering in malaria. The latter section is responsible for 
Sanitation' of environment, particularly water and the major share of malaria. The 
.Section of Maternity and Child Welfare is responsible for the primary objective of' 
maternity and child Welfare. 
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Tho responsibility of non-operating sootions of tko Institute has beon indicated abOTo 
in that thoy contribute to tho derivation of soientifio administrative procedure. Ordl* 
manly, in tho first instance, tho sub-divisional unit of tho Bongal Reorganisation Scheme 
would bo unable to afford a diagnostic laboratory. Tho availability of suoh a laboratory 
•contributes materially to tho checking of muoh data wluoh otherwise may only bo assnmod. 
Expense of procuring suoh data as otherwise might not bo available is considered a legi- 
timate oharge against tho responsibility of tho Institute’s Section of Microbiology. Simi- 
larly the statistical maohinory established within tho limits of a four annas per capita 
budget is oheokod by tho Section of Vital Statistics, and, again, tho field exponso in oon. 
neotion with such checking is a legitimate oharge against tho Institute’s section in question. 
ETC. 


Organization. 

Tho primary objective of Organisation is to develop solf-holp agenoies. As already 
Stated the limited teohnioal personnel within tho available budget cannot themselves 
provide any significant degree of medical protection. The following Iooal groups 
are tho channels through which self-help is developed. 

l 

(а) A Unit Publio Health Advisory Committee. 

(б) A Union Health Committee. 

i 

(c) Village Health Committees— ono for each village or units of approximately 200 
families. 

These committees, particularly (c), aro not brought into existence until there is nssurnnoo 
that thoy will function in tho desired mannor. This implies that in eaoh instanco tho 
M. 0. H. has educated tho anticipated mombors as to tho committee’s purposo and res- 
ponsibilities. 

Functions . — Each of the five mombors of tho village health committees' is responsible 
nndor tho supervision of tho M. 0. H. or his doputy, for ono of tho five routine health 
activities undertaken in the village : vital statistics ; epidemic control and smallpox vacci- 
nation ; environmental sanitation ; maternity and child welfare ; and, malaria control 
when carried out. Whoro required committco mombors and also as in tho caso for malaria 
control, village volunteers aro given special training for tho disohargo of tho responsibility 
in question. Eaoh category of health committee holds meetings routinely attended by 
an officer of tho Unit. 

Tho functions of tho other Committees are, in tho first instanco, along tho lines out- 
lined in Appendices VIII and IX of tho Reorganisation of Rural Publio Health Services 
Sohomo. (Bengal Government Press, Aliporc, Bongal, 1941). 


0 
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*. option of the — - thB **"****** 

;eally below:— GOVERNMENT OE -BENGAL., 

GOVERNMENT OE INDIA. V 

V „ D.>‘ H. BENGAL. 

A.LLR &E- H * 


tec^iiqal . advisory, -committee. 

CompiHte* of\ Management., 
(Institute Professors and Senior Unit Staff.) 

Sul-Divisional EtM Services Officer. 


M. 


& 0. W. Officer (D. M. C. W.) 


Training 

Officer-in-eharge 

Demonstrator 

Chief Sanitary Inspeotor 
Health Visitor 
Midwife. 



Administration. 
Head Cleric 
Cleric 
Typist 
Peons 
Sweepers. 


1 M. o. — v Advisory 


2 Health Visitors 

1 Peon. 


Committee. 


Union Board 
(Advisory 
Committee). 
1 Son. Insp. 

1 Midwife. 


I Union Board 

I (Advisory 

Committee) | 

I I San. Insp. 

1 1 Midwife. 


Union Board 
1 (Advisory 

Committee). 

1 San. Insp. 

1 Dai. 


Union Board 
(Advisory 

Committee). 

1 San. Insp. 
1 Dai. 


Village 

Health 

Committee. 



Viillag® 

Health 
Committe . 


Explanatory Notest , ... D r jrjist that .at tho top 

Three features of the abovediafframmu^ office^ as Envisaged provided 

ia n combination of Training and . S "P!^f t . 7 maternity and ohild v ®]“Lclv 1 hi gher 
5™. B«oad ttot tbo P SS l««d “ EpGcial 
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(1) The duties of the Sub-divisional Health. Services Officer are in general os outlined 
*n Appendix I {items! to. 11 and 13, 20, 21, 22, <24 and- 26) of the Scheme for Reorgurii&- 
tion of Rural Public Health Services in SeVen Sub-divisions except that for the temporary 
purposes of the Singur tihib the D. M. 6. is substituted by the Technical Advisory Com- 
mittee. Aik), in view of the tecliiiilal services available through the Institute items of 
duly are deputed to the resident officers of the Beveral sections as follows : 

Public Health Engineering' Section ’. — ItemB 12, 14, 16, 16, 19 and 23 of Appendix I 
of the Scheme for Reorganisation of Rural Public Health Services in Seven Sub-divi- 
sions. 

(2) The general duties of the Rural Medical Officer of Health are defined in Appendik' I 
(item 18) and Appendix II (items 1 to 3) of the Sohome for Reorganisation of Rural Public 
Health Services in Seven Sub-divisions. His specific duties are of two categories : (i) 
curative and (ii) preventive. 

(i) Curative . — Two things must bo realised — (1) the average population of a unit is 
20,000. The lowest morbidity estimates of 10 per cont. means that 2,000 individuals in 
.the area will, bet sick daily. This is obviously beyond the capacity of one medical officer 
to cope with. Fortunately, most of this morbidity is preventable provided the required 
measures are undertaken. To preclude the M. O. H.’s innundiition with curative to the 
detriment of the more important preventive activities requires that there should be rigid 
domarkation between the hours assigned for curative and preventive responsibilities 
which cannot be infringed upon except under a real emergency. Consequently, the 
M. O. H.’s morning attendance at the centre and sub-centre dispensaries shall not exceed 
4 hours a day regardless of the number of patients. No domiciliary visits shall be under- 
taken. Private practice is disallowed. (2) The M. 0. H.'s general administrative duties 
B hall bo as defined under items 4 and 6 of Appendix II of the Scheme for Reorganisation 
of Rural Publio Health Services in Seven Sub-divisions. The Civil Surgeon will be hi® 
B upervisor with respect to curative problems. 

(ii) Preventive . — The chief instrument for succcsb of preventive activities is the Union 
and Village health committees. The health officer succeeds or fails to the dogreo that he 
implements himself through these local agencies. Consequently his chief responsibility 
is to develop successful village committees through whom the staff will undertake the 
primary and secondary administrative objectives defined above. In bo far ns possible 
the technical personnel constitute themselves as the technical supervisors of the activities 
undertaken through these committees except as the technical nature of the problem re- 
quires the publio health personnel themsolvcs to undertake the measures in question. 

The M. O. H. or his substitute visits routinely per schedule each village within his 
area for consultation with the committee and supervision of tho activities of that village. 
These primary and secondary activities consist of vital statistics, small-pox immunisation, 
environmental sanitation, midwifery service, malaria control and school health together 
with emergency epidemic control when required. The specific routines of these activities 
are outlined in manual form. 

(iii) Tho additional general duties of the M. O. H. and'biBoffico arc as outlined in items 

14, 16, 17, 18, 19, 24, 26, 28, 30 and 31 of tho Appendix II of tho Sohome for Reorganisa- 
tion of Rural Public Health Services in Seven Sub-divisions. In addition he shall be 
responsible for tho supervision within his area or any publioly supported dispensary or 
hospital. r 
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Sbut-Hem nr SoHoot Health, 

Table illustrating the extent io which School Health can be undertaken through local self-parti- 
cipation. 


Item, 


Initial. 


Routines. 


I. — Sanitation— 

1. Water 

2. Sewago 

3. Cleanliness . 

IL — Medioal Service — 

1. Examinations 

2. Correction of defeots— 

(а) Aoute 

(б) Chronio . 

3. Preventive measures — 

(а) Vaeoination-Inooulation 

(б) Personal Hygiene . 

HL — Health Eduoation . 


Medical Self-parti- 
Officer.* oipation. 


Medical 

Officer.* 


Self-parti* 

oipation. 


t 

tt 


tt 

tt 

tt 

tt 

t 



t 

t 

t 

t 

tt 


Note. — Singlef indicates minor responsibility for execution while ff indicates major res- 
ponsibility for execution. 

* Apart from routine inspeotion-supervision. 


Finance. — The administrative expenditure for this Health Unit with a population of 
Heavy! 63,000 is in the neighbourhood of Rs. 32,000, or a per capita expenditure of As. 0-8-0 
par annum. However, inclusion of the cost of training and also the financial aspects of the 
Institute’s collaboration in the Health Unit raises the total to nearly Rs- 1,00,000 or a 
per capita expenditure of Rs. 1-8-0 per annum, a figure which may be considered well 
above what the provincial government can afford, under existing conditions, for the 
development of local health organisations. Two things should be borne in mind, however. 
First, this cost includes the overhead of personnel and expenses of the future Sub -divi- 
sional office. Also the category of personnel employed in these two initial special units 
is of a much higher level and consequently more expensive than personnel who would 
ba employed whan tha organisation and administration is extended throughout the Sub- 
division. 


APPENDIX ‘IT — Schedules (pp. 207—246). 

1. General Individual Schedule. 

2. General Individual Sohedule (Absentees). 

3. Nutritional Assessment Card. 

4. Addendum concerning married women. 

6. Addendum for pregnant women. 

6. 'Addendum concerning infants. 

7. Addendum concerning pre-school child. 

8. Addendum for school child. 

9. Patient’s Schedule. ' 

10. Home Visiting Schedule in connection with cases of infectious diseases. 

11. Family Schedule. 

12. Economic Survey Schedule. 

13. Food Account. 

14. Sanitary Assessment of House.’ 

16. Collection of adult Anophelines. 

16. Report on the collection of Larvae. 

17. School Survey Schedule. 

18. Schedule for the sanitary survey of villages. 

19. Report and Programme Fcrm. 
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FIRS T survey or senqxtr. health centre. 

General Individual Schedule. 
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Week ending. jNov, December. I January, j February.! March. I April. I May. June. ) July. 
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ALL-INDIA INSTITUTE OF HYGIENE & PUBLIC HEALTH, CALCUTTA. 

First Survey or Singur Health Centre. 

Nutritional Assessment Card . 


Eyo 


Nose 


Mouth 


(Conjunctiva 


.-i Cornea 
I Anglo of eyes 


(.Functional defect* 


Sate of Assessment 
Serial Nos. . 

i Moist or dry (A) . 

Discolouration (A) 
Discharge (A). . 

(Moist or dry (A) . 

’(Yascularlsatlon (B,) 

. Excoriation (B,J 
(Night Blindness (A) 
Photophobia (A S. B,1 


(Moist or dry (A) 
Mucous raembrano-i 

(.Discharge (A). 


(Urs 


Tongue 


. Condition (&,) 
f Size (D,) 

I Colour (B, C) 
j Surface (B, C) 
Edge . 
.Taalo (B,> . 


Oum and mucous ( Condition (C) 
membrane. ■( 


Throat 


Ear 


Hair 


Skin 


Adlposo Tissue 
Oedema . 
Musoles 
Bones 

Longa * . 


Circulatory 

System, 


(.Teeth 
(Tonsils 
■{ Adenoids 
(.Voice 


W 


Heart 


(.Condition (D). 

Tlmo of dentition (D) 
Condition (A) 

Presence (A) . 

Timbre (A) . 

Discharge (A) 

’Quantity (A) . 
Appearance (A) 

.Quality (A) . 
f General Appearance 
Elasticity (A) 

On Taco (A & B,) 

On upper limb (A <fc B,) 
On loner limb (A & B,) 
(On trunk (A & B,) 
Quantity (A) . 

Degree (B,) . 

Strength (B,) 

Condition (D) . 

Adventitious sounds (A) 
f Slsc (B,) . . 


•1 


'.TOiytlim (B,) 
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( 2 ) 


Blood vessels & 
capillaries. 

Anaemia . 


Alimentary Systems 


Jllnnnurs l l o . 

I Resistance (C) 

. Degree (Fe) . 

|T Appetite (B,) 

.< Constipation (B,) 
(.Diarrhoea (B,) 


Nervous System 


"Deep tenderness (Br) 

. Sensation (BJ 

Depression and lethargy 

&,) 


-General Constitution 



Build 


* 

* 


Conclusion Vitamin A 



• 


« 



B, . 








B, . 








B. . 








C 





• 

• 


D - 



• 


• 

• 


Fo • 



• 


• 

• 


General 



• 


• 


u 
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jUMNDU INSTITUTE OE HEGIBNE AND PUBLIC HEALTH, CALCUTTA. 

j-msT StntvEY or Sinoub Heai/eh Cestbe. 

Addendum concerning Married Women. 

^ -r -r- _3 ^ 

ij. Age at marriage' • V •> 3 * 


over 30 yr. 
0 


— 10 yr. — 12yr. — 

1 2 3 


■ - r-r -r -r 1 - 1 - - v-jr 

. 1 ~ -r -r -r ->• ^ _3 

“fc 1 ft 11 


11. Age at widowhood 

rn -wn of terminated 
6 pttgnenelcB Including 
Abortions. 

TOT S?Sn, y c“) DB 

B3. Besult of delivery . 


54, Antenatal Caro 

SB. Mode of delivery . 
Attendant at delivery 

Post-parlnm atten- 
dance. 

SS. Adequacy • - 

longevity of infant 


-30yr. -35yr. overSJlyr. 


T 5 

7 8 0 10 and over. 

8 0 10 11 


No ddlvery. 

Abortion. 

Premature 

alive. 

3 

Premature 

dead. 

4 


1 

Full term 

2 

Twins. 

Sex. Malo. 

Temale. 


dead. 

G 

7 

8 

0 


9 

By whom 

Medical. 

1 

Non-medical. 

3 

Place 

Clinic. 

3 

Adequacy. 

Adequnto. 

5 

Inadequate. 

0 

Negligible. 

7 

NO. 

8 

Normal. 

Instrumental. 

2 

Operative. 

. 3 



1 

Dal 

trained. 

n 

T>nl Belatlve. 

Doctor. 

Mldwlfo. 

untrained. 

7 

B 


Foil term 
alive. 

5 


Medical. 

10 


ITon-mcdical^ralned. 


Non-medical ^untrained. 


Adequate, Inadequate Negligible. 
1 ** 


Died within 

Month. 3 months. 6 months, o year. 

0 7 


np to year 


WdSKe JUVaawea. - Q v 

6 , .tv °Blrth Asphyxia. Tetanus. Marasmus. 

57 SB. Cause of death Biema ui y- i n j ury . ,4 s * 

. B la. 


Maternal 

Toxaemia. 


Meningitis. Diarrhoea. Smallpox. Chlchenpox. MeasIeS - 
(T. B. and l2 

Non-T.B.) j{j 11 

8 u nt.hnra 


4 w 

■Whooping Diphtheria. Pneumonia. Peveri 

C0 "Bh. 14 is 10 


11 

Accident. 

17 


lermlnrtlonsdurlng 

56. Besult of delivery 


No delivery Abortion Premature F “ olive. 

*. ■ - . r> 

n 3 a 


Others 

(specify). 

18 


Full term 
dead. 

0 
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ALLiINDMjINSTITUTE OF. HYGIENE AND PUBLIC HEALTH,* CALCUT TA.' 

First Survey of Singtjr, Health Centre. 


Addendum concerning Married Women — confcd. 


Serial No. 

(1) 

Twins. 

7 

Sex. 

Mole. Female. 

8 0 



60. Antenatal Care 

By whom 

Medical. 

1 

Non-medical. Place. 

2 

Clinic. 

3 

Home. 

4 



Adequacy. 

Adequate. Inadequate, 

Negligible. 

7 

Nil. 

8 

01. Mode of delivery . 

Normal. 

1 

Instrumental 

2 

. Operative. 

3 



Attendant at delivery 

Doctor. 

4 

Midwife. 

5 

Dal trained. Dal untrained. Iterative. 

0 7 8 

None. 

0 

(2) 

Post-pnrtum atten 1 
. once. 

Medical. 

10 

Non-medical trained. 

11 

Non-mcdlcal untrained. 
12 

62. Adequacy 

Adequate. 

1 

Inadequate. 

2 

Negligible. Nil. 

3 4 



63. 'Longevity of Infant 


Died within 

A 

AUvo and aged. 


Week. Month. 3 Months. 
12 3 

6 Montlis. 1 year, — lm. 
4 6 0 

—3m. —Dm. lyr. 

7 8 0 






over 1 yr. 
10 


0 4 — 65. Cause of death 


Prematurity. 

1 

Maternal 

toxaemia. 

7 


Birth. 

injury. 


Measles. 

12 


Whooping 

cough. 

13 


Asphyxia. Tetanus. Marasmus. 
3 4 5 

Smallpox. 

0 10 

Diphtheria. Pneumonia. Fever. 

14 15 10 


Monlnritls Diarrhoea. 


(T.B. or Non-T.B.) 
8 


Congenital 
physical defect. 
0 

Chlckcnpox. 

11 


Accident. OtherB 
(specify). 
17 18 


Noth (l), — Adequate when there is a complete physical examination in the Cllnlo and at least ono more 
v la! t to the Clinic and threo homo visits. Negligible if no physical examination and no visits to the Clinic. Inter- 
mediate Cases aro Inadequate. 

Note (2). — In caso attendance is both medical and non-medical circle both 10 and 11 or 12 as the case may 
be. Adequate at least one homo visit within 48 hoars of delivery by a certified midwife or-H. V. and a total of 
not less than 3 visits by tho same agency. Negligible when two or loss number of visits paid and none of the 
visits is msdo within 48 hours of tho delivery. 


1. Investigations Name 
and No. 


Addendum for pregnant women. 

Date. 2—3. Week of Survey. 


4. Union Board 

7 — 0. Family No. 

16. Ago In years 

16. Parity . 

17. Month of gestation 

18. Complaints . 

10. General Appearance 

20. Albnmln }n urine . 

21. Attending antenatal 

Clinic 

22. Home visiting 


SIngur 

Balarambati 

Bora 

Bcgumpur. 


6—0 Village (Name) and Codo No. 


10 — 14. Serial No. Nome. 


—16 

1 

1 

1 

— 2m. 

1 


-18 —20 —25 —80 —35 —40 — 45 
2 3 4 5 0.7 8 


ovor 46 
0 


2 3 

2 . 8 


-3m. — 4m. — Em - 
2 3 4 


7 ■ 
7 

-Cm, ■ 
5 


0 10 ovor 10 
0 10 11 

-7m. — 8m. — Om. 
0 7 8 


over 0m. 
0 


None. Tired. Pain. Sleeplessness. Cough. Fever. 

1 2 3 4 6 8 

Headache. Falling sight. Others (specify). 

7 ■ 8 0 

Healthy. Pale. Oedcmatousi 

12 3 

Not known. Yes. No. 

12 3 

Yes, No Nature of Medical. Non-medical, 

attendance. 

1-2 3 4 

Yes. No Nature of Medical. Non-medical, 

attendance. 


Not obtainable 
10 


1 


2 


3 


4 



218 


ALL-IN DIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH, CALCUTTA. 
First Survey or Srsoun 1Te.u.th Crjrmr. 

AtMtr,rhirr. eonc rmint; Infanle. 


r*ml!y So. 


FerU! So. 


Aw lo cnMhi. 


4*<. l!oth»r’« Ufa . 


.MIX! (O'ffil So. 
1 


<0. Where horn 


VUlsw. t!«. Heofltol. Maternity Jlna*. 


50. Pellrtrcl hy 


Dvtor. C'tll*"! rajlwlf*. Dal train'd. Pal QtstraloH- Helstlre, Sot*. 


51. Pott ratal rtf* 
(lint 10<1»y*>. 


Health Viator. Mllr!.'-. Iht. Eehttrr. Son*. 
C 5 4 0 c 


62. Sn.of llm'iatifil' 1 

within 10 <tay*. 

S3. We! -1st at Mflts . 


Sot n'OfSM. S IH— 31 M- 4 lb*— 51 to- 8IH-71M- S lb* — 
1 S 3 4 5 e 7 8 


Pit— 161)1— It IH— isn-1- 

P 10 11 13 


51. Oris*»ltle\fhrr'n! 


Canr.-tl'M Ilf 1 1 up Ml. Ptaisl*U)' A ul Crawl. Walk wills J'alfc 
«pt*s.|. hm 1. tarr«rt. ripfort. wlthwl 

inrpxU 

13 5 ISO* 


55. Iff!!* 


o il c 1 . a 
r <1 e 1* a 


tt 1 > r s! e 
a 1> r il e 


Similar 


3 ( 5 f, 7 R 0 

4 5 0 7 « t> 10 


66. Mill. feed 


57. Otl'< r (VMi 


Mo'.h't'i only, Stolls' »*«•. I'mh. Mflt.-r'i -i- Dry. fr-ils onljr. 

1 3 3 4 

1'mls J Pry. . All (t.rro. 

0 

•Vi’/, frail*. fun, I’rnlt. Green Vtjr. V.a. rt'lt. Meat. 
13 3 1 5 li 7 S 


5S. Arc at Vacclrallon 


59. Attendance at clinic 


00. nine's liblory sip lo 
1 month. 


01. Hint'* ltMory from 
ono to 3 month*. 


Sot vntrli"*M. 

1 


-Ons. — 0:n. — 1 yrw. 

3 4 5 


Sore. 1 3 or 3 —ft —9 —It 13+ llmaon. flrh. Health. Sl'fc+H<altli. 
13 3 4507 8 6 If 

A‘ii. Meailr*. Whooplnc osijh. ?nnl!pot. Chicken pox. Plpth-rh. rn'nmanlfl. 

rollomyclllli. Plsrrlitea or Pyrentery. PrwiehHK Olt*tr« (<pccI(V)- 
8 9 10 11 

l)«i not arlie. Sit, Simile*. Whooplnp cough. f mall-pox. Clslckcn P°x- 
1 3 3 4 5 0 

Diphtheria. rncnniDnla, Poliomyelitis. Ptarrhcm and BrondiHK Otlsc« (opcclfy). 
„ . dysentery. 

« 8 0 10 11 12 


02. rrom 3 to 0 months 

03. From 0 to 9 months 

04. Trom 0 to 12 months 

03. IndoxotTismlly 
Prosperity. 


123450789 10 11 12 
.Sam# its 01 123460780 10 11 12 

123450780 10 11 12 
1 2 3 4 6 0 7 8 0 10 II 12 13 14 15 
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ALL-INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH CALCUTTA. 

First Survey ot Sraatra Health Cbhtbb. 

Addendum concerning pre-school child. 


Family Ho. 

48. Age In months at 
weaning. 


Serial Ho. 

Hot yet weaned. —6m. — 9m. — 12m. — 15m. —18m. — 21m. — 24m. —27m. 


2 3 


— 80m. 
10 


—86m. 

11 


Over 86m. 
12 


Begnlarlty. 


Clcanllncs. 


49. Milk feeding 

60. Vegetable Food 

61. Animal Food . 

62. General Development 
(Locomotion). 

Speech. 

68. Rickety . . 

64. Teeth ... 

65. Anterior Fontanalle 

66. Attendance at clinic 


67. Average number of 
visits per year. 


Nil. 

1 

Nil. 

1 


— 10 ois. per 
day. 


Clean. 


10 ozs. and Regular. Irregular. 

- over 1 

per day. 

8 4 6 

Green vegetables. Fruits. 


6 


Unclean. 
7 


Cereals. 

2 


NO. 'Less than Dally, 
-dally. 

8 4 5 


NO. 
6 

Fish. 


Less than 
twice a week. 
7 


Twice a week 
or more. - 
8 

Heat. 


NU. 

1 


Less tban 
twice n 
week. 

2 


Twice s 
week or 
more. 

. 3 


Nil. Less than Twice a Nil. 
twice a week or 
week. more. 

4 6 6 7 


Less tban Twice a 
twice a week b 
week. more;- 


8 


•0 


Crawling.- Walking with Walking without Running. 
^ Support. support. - ^ - 

Speaking. Hot speaking. 

6 ’5 » 


Ho 

1- 

Less than 20. 
1 

Open. 


Yes. 

2 

2forethan20. 

2 

Closed. 

‘ 2 

Regularity. 


Nil. 

1 


Yes. 


Regular. 

8 


Irregular. 

4 


Reason Sickness. 
5 


Health. 

6 


Sickness and 
Health . 
7- 


—12 —18 —24 —SO —36 —42 
2 8 4 6 6 7 


42+ 

8 


68. Diseases within 1 year Nil. Heoslcs. 

£1 2 

'Whooping cough. Small-pox 
8 4 

. Chicken Pox. 

6 

Diphtheria. 
6 y 


Bronchitis. 

7 

Pneumonia. 

8 

Poliomyelitis. 

9 

Dlarrhcea or 
-Dysentery. 

10 

Others 

(specify). 

11 

60. Diseases within 2 
years. 

(Some as 68) 

1 2 8 

4 

6 0 7 

8 9 

10 11 

60. Diseases within 8 
years. 

Does not arise. NO. 

1 2 

Heoslcs. 

3 

Whooping Small pox. Chicken 
cough. pox. 

4 6 6 

Diphtheria. 

7 


Bronchitis. Pneumonia. 

8 9 

Poliomyelitis. 

10 

Diarrhoea or 
Dysentery. 

11 

Others 

(spwliy). 

61. Diseases within 4 
years 

(Same as 60) 

1 2 

8‘ 4 

6 6 7 

8 9 10 

11 12 

62. Diseases within 6 
years. 

' ■« i * 

(Same as 60) 

1- -2 ; 

8 6 

6 6 7 

8 9 10 

11 12 

• j 68. Weight . 

Regular record maintained. 

1, 

Hot maintained. 

• 2 



Height 

64. Index of fkmCyTpios- 
perity.- 

8 

1 EL218? 4 6 

6 7 

4 

8 9 

11 12 IS 

14 16 


46 . 


E- 
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4—15. Participation Tea. 
In school Sanl- 
tlon. 

(a) Management of 
water. 
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ItT.TNDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH CALCUTTA. 
Fisst Stjbvsx oi Snraira Hsalth Cbhtbb. 
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ALL-INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH, CALCUTTA.. 

First Stovet op Smora Heawb Cektre. 

Home visiting schedule in connection with cases of infectious diseases. 


Investigator’s Name Family No. 

Date of visit 

( 1 ) 

Hend of Family’s name 

( 2 ) 

Relation to patient 

(3) 

Pationt’s name 

(4) 

Date of first symptoms 

( 0 ) 

OKnicol diagnosis 

(«) 

Notifiable 

( 9 ) 

Primary, relnpse or second attack— 

Previous attacks — 

(10) 

Ixcculation history 

Primary inoculation 
Re-inoculations 

01 ) 

Contact with patient 

date 

Contact with known carriers 

( 12 ) 

Contact with any other sonroo of infootion 
Placo of attack 

(13) 


Movements 

Visitors 


Place 


Dates 
Places 

, (14) 

Infection status 
Imported food or clothing 
Dates 
PiaccB 
(15) 

infected T 


Water supply 


Milk supply i 


Food : 


Drinking : source 
( 16 ) 

infected t 

ii. Bathing : source 

. ,< 16 L 

infected t 

iii. Household : source 

. (16) 

infected T 

source 

. ( 15 ) 

infected ? 

( 16 ) 
i. Homs 
( 17 ) 

Meals out 


ii. Outside: Part 
( 16 ) 


whole- 


Serial No. 


( 5 ) 

Date to bed 

m 

Laboratory confirmation 


Serial No. 


Dates 

Dates 


Date 

Dato 

Stage 

dose distant * 

Date 

dose distant - 


Date 

Object -i. 


dale 

• (15) J 

infected ? • 


infected l 
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{ 2 ) 

iii. Fruits and vegetables (taken raw) ; sonroe 

iv. . Special articles 


(16) 

Infected 1 
sonreo 
(16) 

infected ? 


( 20 ) 

Insects. 


Mosquitoes 

Flics 

Fleas 

Sand-flies 

Lice 

Bcdbcgs 

Ticks 

Mites 

Otber carrier insects 


Species 


( 21 ) 

Patient’s infections status 
State of cleanliness 


i. 

ii. 


(24) 

State of isolation 


( 22 ) 

House in gcnoral 
(23) , 

Patient s room 


Collection of 
Stools 
Urine 
Sputum 
Clothes 

Othor infectious material 
If school whether excluded or not 
(26) 

Utensils 

(26) 

Nursing 

Relations 

Professional 

(27) 

Persons in the Family (other than patients) 


Disposal of 


Ago. 


Sox. 


Occupation. 


Immunity 

status. 


Relation to 
patient. 


2 . 

X 

4. 

6 . 

C. 

7. 

8 . 
9 . 

10 . 

11 . 

12 . 

13. 

14. 
16. 
16. 


(28) 

Notified T date 

(29) 

Concurrent disinfection 

(30) 

Terminal disinfection 

(31) 

Other moans of control : adopted 

not adopted' but available 
why! 


by whom. 


Preventive 

measure. 
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( 3 ) 


( 32 ) 


Specific knowledge of causation 
source 

when obtained in relation to present case. 
( 33 ) 


Reasons if not responsive 

( 34 ) 

Outside assistance 
Official 
Nature 
Adequacy 

( 35 ) 

Economic loss 

Duration of illness 
Loss of earning 
Sickness expenses 
Loss in oase of death : 

( 36 ) 

Likely disabilities : 


137 ) 

Summary and general recommendations. 


Non-official 

Efficiency 


temporary 
permanent 
prereaiaUat zoeana 
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..ALL-INDIA INSTITUTE OF HYGIENE ANI> PUBLIC HEALTH, CALCUTTA, 

a 

i . - .. • . '•-> — ■ • - - 

Fmsx Survey or Shtgub HlSAI/eh Centre. 

S 

g Family Schedule' 


71. Investigator’s Name. 

- 6 — 6. Village No. 

10. Sakata of Family 


Date. > 


2 — 3 Week of Survey. 4. Union Board. 


Slnglp. 


7 — 0 Family No. 
Joint. 


1 


History of terminations (Year]) 

For Groups l it II (occurring In die village) 


Multi/ 

8 


11. Abortton 


18. Still birth 


.18. live birth (Male) 

■ 14 . Elvo birth (Female) 


0 

1 

0 

1 

0 

1 

0 

1 


1 

2 

1 

2 

1 

2 

1 

2 


4 

5 

1 

4 

6 

i 

4 

6 

4 

5 


For Groups I * II (occurring outside the village) 
1 2 1 


15. Abortion . 

18. Still birth 

17. live birth (Stale) 

1 

18. Live tnrth (Female) 


0 

1 

• 0 
1 

6 

1 

0 

1 


For Groups J3I <fc IV (occurring In the village) 


10. Abortion . 

■ SO. Still birth 
• 21. Live birth (Male) 

' 22. Live birth (Female) 
Family culture. 
-23. Outlook on food 


■ 24. Oullook on cause of 
disease. 


5 
0 

6 
6 

e 

6 

5 

0 


0 

7 

0 

7 

C 

7 

6 

7 


Rational. 

1 


Rational. 

1 


Traditional. 

2 


Prejudiced. 

8 


Sin gar. 

* 1 
BalarnmbaM. 
2 

Bora. 

8 

1 Begumpur. 
4 


bristle. 
. 2 


Demonistlo. 

8 


Other Supernatural 


25. Onilcok on prevention Rational. 


and cure of disease. 

28 . Community sense for 
organised effort. 

t 

27 . Quinine distribution 
(Prophylactlo). 1 

=28. Economic schedule < 


Fatalistic. 

8 


Stole. 

4 


I 


Individualistic. 

1 

Yes. No. 

1 |2 

Not done. Done. 
1 2 


Balanced. 

2 


<»> 


i Highly Bodallstle. 

1 3 , 


Index. 


1 2 


8 * 5*7 
10 11 12 ' 18 
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( 2 ) 

Report on Diet Survey of the Family. 


Family No 


PBOXmATE PBXHOIPIiSS ADD ACJOESSOBY FaOTOBS. 


Consumption 

Units. 


Proteins. 

1 

Carbo- 

Minerals. 

Vitamins. 


Calories. 

Animal. 

Veg. 

i 

pH 

hydrate. 

Ca 

P 

Fe 

Carotene 
Vit. A. 

Vit. B 

Vit. 0. 

Requirement 

t 



1 

| 

1 

1 

1 

1 

1 

1 

Consumption 




I 

■ 

I 

| 

I 

■ 

1 

1 

Deficiency 




| 


K 

H 

J9|Hj 


■ ■ 

1 

1 


— 



Gross deficiency. 

Moderate defici- 
ency. 

No deficiency. 

31 

Protein Animal 

1 

2 

3 

32 

Protein Veg. . . , 

1 

2 

S 

33 

Fat 

1 

2 

3 

34 

Carbohydrate 

1 

2 

3 

35 

Calcium .... 

1. 

2 

3 

36 

Phosphorus 

1 

2 

3 

37 

Iron 

1 

' 2 

3 

38 

Carotene and Vit. !a . 

1 

2 

3 

39 

Vit. B . 

1 

2 

3 

40 

me. 

1 

2 

3 
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ALL-INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH, CALCUTTA. 

' First Survey of Snratm Health Centre. 

Economics Survey Schedule. 

EXPENDITURE. 


A. On eormrmption. 



Home produce. 

Cash purchase. 

Valuo. 


Quantity. 

Value. 

Quantity. 

Valnc. 

Rs. A. tv 

2. Pud & light (yearly basts) 

3. House-rector „ 

house tax 

1, Food (monthly 
basis) 

(!) Cereals 


Rs. A. P. 


Rs. A. P. 

4. Clothing, bed- „ 

ding <fc foot- 
wear. 

(11) Pulses 





6. Toilets, if any „ 

(111) Vegetables 





0. Furniture „ 

(Iv) Salt & spices 





7. Education „ 

(V) Sugar A 
sweets 





8. Medical advice „ 

& medicines 

(vi) Milk, curd, 
etc. 

(vli) Butter, Ghee, 
oil. 





B. Travelling „ 

(v«l) Meat, fish, 
egg, it*. 





10. Ceremonies „ 

(lx) Others 





3 1. Payment for „ 

debt Dis- 
charge (Prin- 
cipal) 

Total (monthly) 





»» f» 

(Interest) 






13. Miscellaneous 

Total (annual) 





Total . 


_ „ ... - , . , . Quantity. Vatae. 

B. On praltiehon (yearly basin) . Rs. a. p_ 

3L, Cattle. 

2. Plough repairs, etc. 
t. Band taxes, If any. 

4. Irrigation charges, If any. 

5. Manure. 

8. Labour charge*. 

7. Seed. 

8. Miscellaneous. 

Total 

Grand Total . 


(<) 

23. Average annual Income per capita In Rs. 


Sff. Average annual expenditure ptr capita In Re, 


80. Average annual saving or deficit per capita. 
81-32. Index of prosperity. 


I 

n 

rrr 


A 

i 

c 

u • 


B 

2 

Z' 


C 

3 

8 

18 


—48 

— 8(S 

—P0 

—120 

—160—175 

—200. 

1 

2 

3 

4 

5 

0 

7 




—250 

—800 

l 

i 

1 

m 




8 

9 

10 

11 

— 48 . 

—00 

—90 

—120 

—160 

—176 

—200' 

1 

2 

3 ' 

4 

5 

0 

•7 


— 260 — 800 — 360 over860< 
8 9 10. 11 


' 9 10 

14 • 16 
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ALL-INDIA INSTITUTE OP HYGIENE AND FIRST GENERAL HEALTH SURVEY 
OP SINGUR HEALTH CENTRE, 

Pood Accoust. 

Family No. 























































iU, b^tote op nJ™ 

Fibs® Stoves op Sisotja Health Obstbb. 
Sanitary Asaument of Howe. 
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(«8n<i-p»q ‘qwonpoO '»»nV) *? l9d Hna»qT 



all INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH, CALCUTTA. 
Fibst 1 Sob vet off Sdtgto'HbaiitS’ Cehtbb. 

Sanitary Assessment of Souse— contd. 
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JILL INDIA INSTITUTE OP HYGIENE & PUBLIC HEALTH, CALCUTTA. 
First Survey or Singur Hearth Centre. 

Collection of Adult Anophdines . 


Union Boo rd, 

'Families Village 

Investigator’s Name Date 



Species 

found. 
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REPORT ON^THE^COLLECTIOIT OP LARVAE. 

Union Board. ... 

Families Investigator | Village 

Date 


House 

No. 


L. B. No. 


Type of breeding places. 


Description of the 
breeding places. 


Remarks, 
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ALL INDIA INSTITUTE OE HYGIENE AND PUBLIC HEALTH, CALCUTTA; 

School Survey Schedule. 


-A . 

B . 
<3 , 
D . 
E. 
E . 
G . 
H . 


( 1 ) 

Student’s Name 
Index letters 

- • • • ft 

• • • ft • 

• « • • a 

• « • t Q 


( 2 ) 

School. Village. Date 



A 

B 

C 

"'d ' 

E‘ 

E 

G 

Central Information — 











Type of school — 











Government 

» 

• 

• 








Aided . 

■ 

• 

• 








Unaided 

• 

• 

• 








Lower primary 

• 

• 

• 





, 


c 

f 

Upper primary 

• 

• 

9 








Middle English 

• 

• 

0 


• 



r 

* 


High English 

• 

• 






. 



Boys . 

• 

• 









Girls . 











Mixed . 











Teachers — 











Trained 








► 

* 


Certified . 











Others 











Total . 











Scholars — 






* 





Total . 








' 



Boys . 











Girls . 










1 t 











Latrines — 


( 15 ; 

Accommodation . 

Separate for toaoherg 
Separate for boys and girls 

( 16 ) 

Maintenance . . 

Urinals — 

Adequacy . . . 

Separate for boys and girls 
Water supply — 

( 17 ) 

Safe ■ ■ . i 

( 18 ) 

Storage and distribution 


( 19 ) 

Adequacy . 
Refuse disposal — 


( 20 ) 

Dustbin for whole sohool 


( 20 ) 

Water paper basket for 


( 21 ) 

Disposal satisfactory 
Play ground — 

( 22 ) 

Adoquaoy . 


( 23 ) . 

Condition . . 

Compound — 
Vegetable garden . 

flower garden . 

fly breeding . 

Mosquito breeding 









Ejgicnc — 

Health Education procedure 
and instruction. 

Morning inspection . . 

Health habit training . 

Individual booklet 

Class room chart . 

Uso of handkerchiefs 

Storage of drinking water 

Individual drinking cups 

Regular weighing & measuring 

Individual class cupboards . 

Pupil participation . . 

Midday meal . . 

Supervised play & game . 

Direct teaching of Hygiene . 

Tenohing by correction . 

Field visits & exercise 

Health scrap books and log 
books. 

First Aid equipment 

Talk by Sanitary Inspectors . 

Talks by nurses — frequency per 
month. 

Little mothers’ classes — fre- 
quency per month. 

Communicable tliwes Control 

Antityphoid inoculations 

Jfo. vaccinated 

Anti smallpox vaccination 

Fo. vaccinated 

Quinine distributed 








Hygiene — 

Health Education procedure 
and instruction. 

Morning inspection 

Health habit training . 

Individual booklet 

Class room chart . 

Uso of handkerchiefs 

Storage of drinking water 

Individual drinking cups 

Regular weighing & measuring 

Individual class cupboards . 

Pupil participation 

Midday meal 

Supervised play & game . 

Direct teaching of Hygiene . 

Touching by correction . . 

Field visits & exorcise 

Health scrap books and log 
books. 

First Aid equipment . 

Talk by Sanitary Inspectors . 

Talks by nurses — frequency per 
month. 

Little mothers’ classes — fre- 
quency par month. 

Communicable diteases Control 

Antityphoid inoculations 

No. vaccinated 

Anti smallpox vaccination 

No. vacoinatcd 

Quinine distributed 
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Adults 

Children 

Told population. 
Density per acre 


ALL-INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH> CALCUTTA- 
FmsT Survey of Sixoun Health Centre. 

Sohcdulo for Sanitary Survey of Village. 

Student’s Name . Date.. A‘"7* 

1. Name of village 3. Population. Male. Tcmale. 

2. Location, U lion board - * • • • , 

Health circlo Children. 

District lotal population 

4. Extent of built-up area acres ; Density per acre 

Ext n nt of dangle area - • ..acres ; 

5. (a) 

Communications— . 

Railway good, f(ur » l )00r - 

Road ‘ good, fair, poor. 

Watonvav good, fair, poor. 

Foot-path good, fair, poor. 

Post & tclg good, fair, poor. 

6. (b) 

Layout — Built up area acres . . good, uur, poor. 

Total area acres good, fair, poor. 

<c) , , . 

Parks and playgrounds. acres . . good, fair, poor, 

Total area acres 

W 

Roads— wide, narrow, blind. 

Roads— clean, dirty, dusty, watered. 

Roads— lighted at night, poorly lit, not lit. 

(c) 

Generally compact, crowded, ribbon development. 

7. Water supply. Public and common sources. . 


Tube well?. 


Png or built wells. 


Drinking Bath- 
ing & Washing. 


BUI 


If.Ic.I Uses. 


Dr. B. A W. 
only. 



Uses. P. 

Dr. B. * W. 
only 


Tube wells. 


Private sources. 


Dug wells. 



Drinking, Bath- 
ing * Washing 
onw. 


No. of abandoned tube wells — 

due to want of repairs 

duo to choking 

No. of abandoned wells due to. 

to) 

Adequacy. Satisfactory, fair, poor. 

(ft) 

Sanitary quality <f> protection. Satisfactory, fair, poor. 

Bad. exam. No. per year 

8. Housing. Total No. of houses 

(i) 

Total No : of tenement house. . . . , or %. 

Over-crowded houses. or • 

Grade A or B houses or %. 

9. Drainage. Terrain undulating, level, cupshaped. 

Liable to occasional flooding, frequent flooding, to flooding. 
Satisfactory drained. 




















Provision u]uip« 
pood j»or. 
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(2) 

10. fJn'U^iion <(■ <!i*po-al of hummt ojrcu!n t 

Gwl ,*,• av*'H mnint a in***! latrines : water carriage... - 

bucket . . . { boir-lipk pit 

Poorly maintained latrines..... ; bucket : bore-hole pit 

Ifomc- -«ithont latrine*... %ofloln). 

Public /it rim -s in pond onW with washing facilities. 

t’onvrviiney. labourer* Any* pw week Mwvice, by 

cart«, l.tfionr. Disposal by ; urea ...... .nerc? ♦ 

distance front village .(in miles). 

11. Ctil'tifa } i nnrl t!i*]wal of r'fit'r. 

Collection from private cane, pnhlie bins every .......days. 

Xo. of public bins Xo. orinbourvrK ; 

Xo.ofeart* : adequate; inadequate .; 

Disposal by satisfactory, bad ; 

Distance (place of tlitpml from village) miles. 

12. Jjlywil of Ut f ti'iol. 

O-nteterif -« : adequate. insufficient. 

Cremation : r alisfaetory, unsatisfactory. 

13. ;w. 

Restaurant" Ar tea diit|w, 
cl-atl pent ele.m poor 

(i) 

Markets 
goo 1 p tor 

Meat inspection ; satisfactory. tii>. 

Millt *upply; adequate; inadequate. 
go*l. bad 

cximiued. mu examined. 

U) 

14. ,d mee t7<>., l^vljrjng houses ; good poor 

Public buildings 

Schools 

Ho-pitals... 

Clubs 

Transport facilities. 

pasture land. 

Markets. 

Iff. .Vo * yift i f/'i efiwj*. 

(1)' 

-Unit*. Fi-J l>nt hi.;. 

(»•;» l»o««c« breeding present. 

I.arr.t** b.->ii»--s loa^'din..* absent, 

Jf., Vi<n! SMiHir*. 

Primary aircm-v. ♦ - 

W ri*ir at ion 

I.CVJVP Of Villsg ■ ?*.aa);< 

o ! 

f’aunr-ilat'on 

it t 

17. OfeS'lO' fci<b*. 

Pa rimy . 

Si a u irk* * r,*' "."“e 

Eri'L* kiiu. 

l.hne fcjpi. „ 

15. fttfnKr t-ff it tV h‘! IP .w. 

5f-t 

1. tJeoutb *■ f |*7;";latJOu s narsjsl, ahsc-mtsl. *'j*.nartatl 

2. Orgiuls-! irhea'i: r<“Klr**5rtel... ; deviating 

3. tcn*,*av” io-iurtrie» ; tbrivior ; t!*cHa.ra:j. 

4. KfjiWunf .year..... ..year... 

5. Trs b ; s-xervurinsr, der’tr.irr, m*JtK;s!y, r,oi known. * 

I*, : tr. peril ing, d^tiinlsr, vtJtcoaanr, to* knows. 


, .rear 
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APPENDIX II — continved. 

List of Keys (f. 247-266) 

1. Ivey to General Individual Schedule 

2. List of Diseases for cause of death and sickness 

3. Key to Nutritional Assessment Schedule 

4. Key to Addendum for School Child 

6. Key to Patient Schedule 

6. Key to Uomc Visiting Schedule in connection with cases of infectious diseases 

7. Key to Family Schedule 

8. Key to Sanitary Assessment of House 

9. Key to Students’ Survoy School Schedule 

10. Key to Schedule for the Sanitary Survey of Village 

ALL INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH, CALCUTTA. 

INSTRUCTIONS TO SURVEY PARTIES. 

1. Outdoor hours 8 to 12 and 2 to 5 including travelling. If alteration is desired 
previous sanction must bo obtained. 

2. Weekly Report for work ended Saturdays must be despatched to reach this office 
on Monday mornings on prescribed form. This will bo separate for the Demonstrator 
and for Sanitary Inspector. 

3. The work must be planned for the whole period and a time table made. Weekly 
excess or deficiency should be shown in the report. 

4. The weekly report will also show the programme for the ensuing week and indicate 
the remarks when deviation from the normal programme hns been mndo with reasons 
why. 

5. Any requisition for schedules, stationery and other requisites should be sent ad- 
dressed to the Professor giving one weeks notice. 

6. Please note the address and the time of return on a board so placed at the quartern 
as to be clearly visible from outside, when going out of the quarters whether an official 
or unofficial business. 

7. Sunday will be a holiday provided the party is not behind the scheduled time in its 
work. One may leave station on that day without specific permission if the above condi- 
tion is satisfied. 

No other holidays will be permitted unless so notified. Leave can only be availed of 
after receipt of sanction. Grant of leave may bo conditional. 

8. Clinical material and schedules should be submitted as soon as collected or completed 
(without awaiting the laboratory results). They should bo accompanied by the respective 
peon boolcs for recording receipts. Correspondence register is also provided which should 
be kept posted up to data. 

' 9. A stock register should be kept. 

10. It will be useful to send in writings any observation of interest made but not specifi- 
cally included in the schedules. 

11. The population of the four Union Boards is over 60,000. It is not possible to 
collect all the information concerning tho whole population. A system of sampling hns 
therefore been desired as follows: 

A. Sample. 

This contains 10,000 population in families distributed in tho four union 

boards as below : — 

A. Sample. B. Sample. 

Singur 

Balarambati ........ 

Bora ......... 

Bcgampur ........ 1 

B. Such sample contains populations in families as shown above. 

Tho following schedules must be filled for B. Such sample but one must aim at 
collecting information for A sample. 

1. General Individual schedule for all. 

2. Women 15+ groups (or married women) 
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3. -Infant. 

4. Preschool. 

5. School. 

6. Family. 

Sample. 

This contain population in families distributed in the four Union 

"Boards as below : — 

Singur. 

Balarambati. 

Bora. 

Begampur. 

This sample is for the collection of clinical material (for patients there is no restriction 


to sampling). 


Serial No. 

Token No. 

Union Board. 

Investigator. 

Nature of Sample 


Collection Date 

Time. 

Result. 



Signature. 

Date. 


This will he in duplicate. It will be prepared at the time of distribution of flags or 
container for the individual. Token is tied to the flags in case of stools or to the container 
in case of other clinical material. After collection one copy will be pasted on the bottle 
or container and token removed. The other will accompanj' the sample to the laboratory 
for filling in the result and return. After noting the result in an appropriate schedule the 
original will be submitted to the Professor. 


Genebal Instructiohs. 


' 1. For the survey the following field equipment should be carried : 

(а) Measuring tape. 

(б) Weighing machine. 

(c) Calipers for hip measurement. 

(d) Talquiflt’s haemoglobinometer. 

(c) Clinical material collection forms. 


(/) Slides. 

(g) Identification sticks for collection of stools. 

(h) Eeceptacles for collection of stools. 

(i) Kit for Mantoux test. 

(j) Grip measurement instrument, 

(fc) Diary. 

2. In the preparation of blood filmB prepare both thin and thick film®. 

3. Definitions of common terms. 

Age-means completed years of life unless otherwise mentioned. 

Family is defined as a unit having a common kitchen. 

. . ‘ P? 8 * y ear ’ or 'past one month’, etc., a fixed Martin, 

the survey. U ^ ^ ^ ed bcforc lho ^ginning of the survey should be used throughon: 
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AIL INDIA INSTITUTE OP HYGIENE & PUBLIC HEALTH, CALCUTTA. 
Fra st Survey or Senour Health Cestre. 


Key to General Individual Schedule. 

1. Week ending Saturday, the first week counts from the beginning of the survey. 

2. Family number or individual serial number as any other serial number once fixed 
remains constant for all the schedules in which the item is recorded. 

3. There are six groups into which residential status may be classified. These are : 


Group I 

Group II 
Group HI 
Group TV 

Group V 
Group VI 


belonging to flic Normally resident Presence at the Hmn 0 f 


village. 

Do. . . Do. . 

Do. . . Not Do. . 

Do. . . Not Do. . 

Visitors 
Do . 


survey. 

. Absent. 

. Present. 

. Absent but visited during 
the year. 

Present 

Absent but visited during 
the year. 


Visitors includo married daughters and their children normally living separately 
with their own families. 


4. 1 Year ’ when appended within brackets to any item refers to the last twelve months 

prior to the date of commencement of the survoy. Mark tlio actual period of stay dia- 
gramatically in the space provided by two distinct, vertical lines and shade the intervening 
space. If the period is broken show each period similnrlj\ ’ 

5. Since it is intended to obtain information about the exact age in years continue 
markings in columns 17 and 18. Thus if an individual is 12 years of age i.c., he has com- 
pleted 12 years but not 13, circle 3 of column 17 and 3 of column IS. 

6. This informal ion is required for infants only. However appropriate numbers should 
also be circled in columns 17 and 18 for infants also. 


7. It is not always easy to differentiate between an occasional user and mi addict but 
a broad distinction is that the former can give up the habit without suffering from 
subjective or objective symptoms. 

8. Liberal profession includes education, ecclesiastical, medicine, law engineering, 

administration (exclusive of inferior services). ° 


9. For purposes of nutritional investigation. 

Example to guide classification : — 

Light work . . Domestic work, clerical work, tailoring, shopkccoping, 

teaching. “ 

Moderate . . Ordinary agricultural operations including ploughing. 

. Hard . . . Sawing of wood. 

Very hard work . Digging and sports. 

10. Wage earner is one who would he normally expected to maintain the famiiv 

■whether actually earning or not. * ' 


11. A ‘ literate ’ can just read and write a letter in anyone lnnguago. 

12. By intellectual leadership is meant the quality of a man which enables him to urge 
people to desirable typo of action by virtue of nrgument, oxamplo or personality. Only 
-those who distinctly Btand out amongst others may bo included amongst the leaders. 3 

13. Mention only such sickness os has occurred in tlio village. 


14. The Chronological order in which sickness relating to tho disonso occurred. 1 

16. The period of sickness may not he 'easily defined but it may be taken as tho length 
of time when tho range of his activities become so restricted ns to prevent him from nor 
forming essential duties. The period of sickness should he marked on the diagram referred* 
to m 4 above by horizontal lines. The lino for each sickness should be identifiable 



10, Tlii • refer. (*> tip* visit-* pud *»y tin* Appropriate «t iff of tie* Piddle IKillh Dr-pirt* 
ment. 

17. If tin* Imi Miffm-d for more tlmn two dera*.-. durin;: tin* year circle 12 

of column No. 31 mid <ntrr p.irt'Ctdnrt for tie- third disease in the ppme provided. No 
column number- «p* riven . beemt-e this information i" not intended to he miahv-d mecha- 
nically. 

If*, (‘ont.u’l dtirine the 1 ni 3 month*, prior to dnV «*n th" .•elirdnl • only t>> Ik* recurth-d. 

It', (lew* if he nt temK on the pitient onlays in the •tine hint*.'*. 

2i». The \\ -tent of in irkms height rorrot to J'rnd of uviidit . correct to 1 
lh. bilious the prmeiple enumerated in formeition v.ith A”-\ In either ease both the 
j*ronjM column mul tie - 1 »il» divi .inti column * honld lx circl- d. Thu*, if in the c.v: of Iriclit 
No. <1 in tlx. {troup (oliimn and no. I in tie* Mili-divt-ion column .ir* circled tie- value is 
211 0. that i« to h.n it is 23 » or uitlnn * im li more thin 2fi. 

SimilnrU in tin* case of lu-mhln « lu-n No. It* in tie* croup column mid No. 3 in '.he 
i uh*di\ iMon columns tm nmrl.td the 111111 ' is 17 {‘Otmd-- or up to u |l> mop-. 

21. I'm* lloitatiou coM-r—lij» method. 

22. Kx inline both thul* mid thin film-*. 


am, India iN<rrnrrK or hv<jii:nt-: & miwr hkai.tii. 


Li-! i.J ili-ii'“ for “ . of It n'h ” tin f Sir! r. •*<. 


HI 

i 


it 01 . 


1 

■ Mil 

lull n i 


lllle 

tut* ri >■ 

’ NV i- > r t 1 - !). .*<\ 

Bra® 

Si.** .1 

! *. Ml -HI- *... 

(.-t- 

(In- .1 

I 


< 1 \i* N<*» 

1 

•Se*. 

fin!* Sm, 


j 

i<» • :»»> 

\isMiVi! «!« *tln »*>*r rMf 

1 22 

2«* h *2 

1 1 »rr», 1 !h r. 


1 '. I"S 

•' 1 »tr iitv! nMt f! I !(*• 

» » 

12 

I llirl.** 1 *. 

- 


\t i«|« 

IM 

•Ml-** 

Itnrt ill <•>*'■. 


..,1 ! 

\llll" .llll.tl )T Celt I m'.ll. 


3 l 

tti'lii- nn wlt'i or vitti-’-it iv- 

* 

1" 

AdLj Jn-’» |»»J 



<jiJrth»r,\ Atto* 

«» 

7 ; , 7' 

\iitl.ro iV) 

J»i 

S" 

Ka|.i-.\7 *f. 

a 

Ifiln 

!*phj \l 1 Nt i»n if < rum. 


m 1 

r»»|*r»*«v. 

« 

Its 

II- H-t« ri 

1 

131.7 

Mi«r (ClrrliiHb, 

<>tf tr fll^paMS of “ m r . CT f 

a 

Ulu 

Ulitli 1 ii|\ii>. 



mil- Cnfriili A (lallMadder 
•lb'AMl. 

y 

*Js 

IUuK ft ur, 


•Js 

Mit.irli. (Alt type-). 

in 

4 

i*.mor niiil V.illsn mt tiim-mr- 

31) 

x. 

Mi .-istis (X). 

n 

,*•* 

t'.ttar.xt. 

51 

0 

Mrnlicim (.V). (Crrebr*- 

12 

13 

1 3**#* 

« 

( htrl.rii IN»\. (N), 

•»2 

M 

spinal). 

Mortal «ll*onlor. 

Cli'iltt.1. (N). 



:n 


M berth neOU**. 

u 

157, IV* 

(-.mtn-nltal ilrhlllty imir.tr- 



Mump*. (3TJ. 



nmtlon^, i-tr. 

:u 

Ur 

\r. 

10 


llCHCSO. 

35 

13(1-2 

XrptitUW A other ‘U- ; ra«e «r 

urinary ayotnn. 

r.i 

, DUhMt**, 

3(1 

©n-3, K 1-7 

17 

Nervmii f\Mpiu Other 

27 

Utarrlmi-.v* A Itj-onh ry. (>•), 
Anionite baclllnrv ntlirr*. 

dbra^rs of. 




38 

30 

111 

80 

i 

3)ipliUifrJn, (S). 

37 

3h 

3 

Optitlialmla Sronatorum. 
l’laciie (X). (Dulionlc, rep- 

J..ir dl-sen^s «l Mc'lnM Antrum, 


flracmlc n?ui pneumonic). 

20 

200/rJi 

Bpldemlc l)ro[wj-. 

3l> 

107,1(1-*, 100 

]*ncumonla-*. (X). (Broncho. 

21 

88 

y>yo other d!<*ft<*<s of. 

pneumonia. IiOlKir 1’neumonlA 
llnM'cc Iflul). 
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List of disease for "Causes of Death” and Sickness — coutd. 


Instl- 



Instl- 



tato 

Interna* 


tute 

Interna- 


Codo 

tlonal 

Name of the Disease, 

Codo 

tlonal 

Vemo of tho Disease. 

VoS. 

Coda Vos. 


Vos. 

Code Vos. 


40 

77-0 

Polalonlng, (Alcoholism, others). 

65 

5 

Undulant Pevcr. 

41 

140 144, 

147-8, 142-3, 

Pregnancy <fc Chlldbrith diseases 
or. 

66 

32 

Yaws. 

Other diseases due to Hel* 


146 140, 

07 

42 


140, 160. 



mintlis. 

42 

150 

Prematurity. 

03 

7,11,24,20, 

Other Infcctlvo parasitic diseases 

43 

1476 


37, 44. 

(Specify). 

Von-mallgnant tumours. 

Puerperal fevers. 

00 

50 

44 

386 

Babies. 


70 

57 

Tumours of undetermined nature 

Diseases of endocrine glands. 

45 

31 

| Jlelnpslng fever, (if). 

71 

02-00 

46 

58, 60 

Bhcumatlo conditions. 


Scnrvy. 



72 

07 

47 

154-160 

indicts (Diseases of tho tons). 

73 

00 

Pellagra. 

48 

161-3 

Scabies. 




40 

1C2 

Senility. 

74 

71 

Other vitamin doflolcncy diseases . 

50 

151-8 

Skin— Other diseases of. 

75 

78 

Anaemias. 

51 

84 

Small-pox (N). 

70 

00-103 

Other diseases of Circulatory 
8ystcm. 

52 

160-08 

Snake-bite & bites of other wild 





animals. 

77 

100 

Bronchitis. 

63 

72, 74, 70 

Spleen A blood — disease of. 

78 

104, 105, 

Other respiratory disease. 




110-114. 


54 

163, 104 

Sncldo. 

79 

117 

Ulcer of tho Stomach or Duo* 

56 

12 

(Tetanus. 


denum. 

60 

1160(1,2 

Throat diseases Including ton- 

80 

110, 120 

Enteritis nnd Diarrhoea. 


or 3), 

slllltls. 



Appendicitis. 




81 

121 

67 

88 

Trachoma. 

82 

112 

Hernia. 

58 

13 

Tuberculosis of respiratory sys- 
■ tom. (N). 

116, 116, 

Other diseases of tho digestive 


82 

50 

14-22 

Tuberculosis other than 


118, 123, 

system. 

respiratory. (N), 


128-0. 


60 

1 £ 2 

Typhoid & paratyphoid fevers 
(V)— Specify. 

84 

183-0 

Vonvcncrcnl diseases of the 
gonlto-urlnary system. 

01 

SO 

Typhus fevers (V). 




85 

105-8 

Homicide. 

02 

80 

Venereal diseases. 

80 

109-98 

Other external causes (Nature 

G3 

' 9 

Whooping cough. 


• to specify). 

04 

112 

Asthma. 

87 

10 0,200 

Other tUdoflncd causes. 
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Key to the Nutmtiohaii Assessment ScmroTOSi 


Eyes. 

(a) Conjunctiva — 

(1) Moist or dry (A).- 

0— Normal Glistening with, a certain amotmt'of moisture. 

1— Siiglitiy dry. 

2— Conjunotiva dry and oven getting wrinkled. 

3— Conjunctiva very dry going oven to xerophthalmia and Bitot’s Spot. 

(2) Discolouration (A). 

0 — Normal colour. 

1— Slight discolouration of palpebral oponing. 

2 — Moderate browning of the wholo conjunotiva. 

3 — Severe degree of discolouration different from jaundice. Earthy ootonr 


(3) Discharge (A). 

0 — No discharge. 

1 — Slight increaso in moisturo — watering of eyes. 

2— Slight mucopurulent discharge at the inner cantina. 

3— Purulent discharge at the inner and outer canthus as well as along palpobra. 
(6) Cornea — 

(1) Moist or dry (A). 

0— Normal. 

1 — Slight dryness and diminished sensibility. 

2 — General haziness and diminished transparency. 

3 — Stage of ulceration. 

(2) Corneal Vascularisalion (B2 — Riboflavin). 

0— No vasoularisation. 

1 — Vnscularisation appearing in scloro-eornoal junction. 

2 — Ciroum comeal injection. 

3 — Keratitis or iritis following vasoulnrisation. 

(c) Angle of tho oyes — 

(1) Excoriation (B 4 — Riboflavin). 

0— .Nil. 

1 — Slight excoriation. 

2— Apparent excoriation. 

3 — Frankly excoriated. 

(d) Functional dofeota — 


(1) Night blindness (A). 


°~Nil. 

1 — Slight difficulty at night (cannot undertake finer work). 

2 — -Moves only with great difficulty. 

3 — Cannot movo at night without assistance, 

N.B , — Exolude other oyo diseases not associated with nutritional dofeota. 

(2) Photophobia (A & B2— Riboflavin). 

0— Nil. 1, 2, & 3— Presence of photophobia of different grades. 


Nose. 


(1) Mucous membrane (A). 

0— Moist normal. 

1 & 2 — Different degrees of drynesa. 

3 — Chronic atrophio rhinitis.’ J ’> 


0— Nil. 

1 — Watery discharge. 

2 — Mucopurulent. 

3 — Purulent. 


(2) Discharge (A). 
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afonih. 

(a). Zips Condition. (B a — Riboflavin) — 

0— Normal. 

1 — Dry and crooked. 

2 — Angular stomatitis superficial. 

3 — Angular stomatitis more extended. 

(2) Tongue. 

(a) Physical condition — (i) She — (B a — Riboflavin),- 

•0 — 'Normal. 

1 — Slightly swollen. 

2 — Swollen and indentod. 

3 — Swelling with glossitis of tip and margin. 

(ii) Colour (B, 4c C). 

■0 — Normal. 

1 — Palo. 

2 — Rod. 

-3 — Red and raw. 


(iii) Surface (B t & 0). 

0 — Normal. 

1 — Fissured. 

2 — Dlcoration. 

3 — Smooth and glossy (papillae lost). 

(6) Edge (B £ — Nicotinio acid) — 

0— Normal. 

1 — Slight donudation. 

2 — Denuded. 

3 — Ulcerated edge with salivation and stomatitis. 

(3) Gum and Mucous membrane. 

(a) Condition (0)— 

0 — Normal. 

1 — Bleeding on pressure (Spongy). 

2 — Frankly bleeding. 

3— Bleeding & gingivitios and/or pyorrhoea. 

(4) Teeth. 

Time of dentition (D) (for babies of 9 months and above) — 

0 — Within 9 months. 

1 — Within one year. 

2 — Within 11- year. 

3 — Within 2 years and after and other abnormalities. 
Condition (A, C & D) — 

0 — Normal. 

1 — Chalky appearance with ridges in tho teeth. 


2 — Caries. 

3 — Destroyed by caries oompletoly. 

Condition (A). 

Atrophy of enamel and dofootivo dontino — 
partly explaining pyorrhoea and even carries. 

Condition (C). • , 

Associated. with spongy gums. * ' 


Throat. 

(а) Condition (A) — . - 

0— Normal. . . V 

1 — Enlarged up to pillars of fauces. 

2— Enlarged beyond the pillars dfifauces. ■ 

3 — Enlarged and crypts with infootions and secondary offoots (Involvement of glands). 

(б) Adenoids ; Presence (A)— • -< 

0 — Absent' * ‘ 

1— Enlarged-slight. 

2 — Moderate* enlargement. ' , , '• . 

3 — Enlargement — adenitis loading to -mouth breathing.- , 
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Throat— confi. 

(c) Voice: Timhre-iV itamin A deficienoy-hormonal [or ductless gland deficiency) 

0— Normal. 

1— Change of normal tone. 

2 — -Dry and hacking. 

3— Broken and hoarse. ] 

Ear. 

Discharge. (A) — 

0 — No discharge. 

1 — Mucus discharge. 

2 — Mucopurulent discharge. 

3 — Purulent discharge (chronio).^ 

Hair. 

(а) Quantity (A) — 

0— Normal. 

1— Thin. 

2 — Very thin. 

3 — Baldness. 

(б) Appearance (A) — 

0— Normal lustre. 

1 — Slight loss of lustre. 

2 — Discoloured. 

3 — Discoloured and dry. 

(e) Quality (A)— 

0— Normal. 

1 — Brittle (slight). 

2— Brittle. 

3— Split. 

Skin. 

(а) General appearance : (A) — ] 

0— Normal lustre. 

1 — Loss of lustre. 

2 — Dry and rough. 

3— Hyperkeratosis, phrenodeima. 

(б) Elasticity : (A) — 

0— Normal. 

1 — Diminished elasticity. 

2 — Just wrinkled. 

3— Wrinkles and folding. 

(c) On face: (B a — Niootenio aoid)— 

0 — Normal lustre. 

1 — Dryness and craoldng. 

2 — Bteymmetrical pigmented patches or butterfly patches. 

3 — Pigmented or butterfly patches and excoriation. 

(d) On upper limb: (A and B, — Nicotinic acid)— 

0— Normal. 

1 — Bisymmetrical dermatitis. 

2 — Bisymmetrical dermatitis with thickening and pigmentation. 

3 — Phrenoderma. (toad-skin) ' 

(c) On the lower limb : (A and B, — Nicotinic acid)— 

0— Normal. 

1 — Bisymmetrical dermatitis. 

2— Bisymmetrical dermatitis with thickening and pigmentation; 

3 — Phrenodorma. (toad-skin). 

(/) On trunk — (A and B a — Nicotinio aoid)— 

0— Normal. 

1— Bisymmetrical dermatitis. . „ 

2 — Collar like pigmentation and dermatitis around the neck — bi symmetrical , (CuboI s 

necklace), 

3— Phrenoderma (toad-skin). 

Adipose tissue — (to be judged by the examination of the upper arm). 
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S Wn — contd. 

(а) Deficiency of fat — 

0 — Normal. 

1 — Slight deficient. 

2 — Deficient. 

3 — Very deficient. 

(б) Deficiency of dnotless glands *{dg) — 

0 — Normal. 

1 — Slight excess. 

2 — Excess. 

3 — Increased and excessive Erohlioh’s syndrone. 

*Mention dg if deficiency of dnotless gland. 

- Oedema (Bj or Protein deficiency) — 

0 — No oedema. 

1 — Slight oedema on dependent parts. 

2 — Oedema on face and dependent parts. 

3 — General anasarea (as distinguished from heart and kidney diseases). 

Muscles : strength — 

0— Normal sissogt , h according to ege and sex. 

1 — Weak musoles. 

- 2 — paresis. 

3 — Paralysis. 

JBones : (C & D) — 

0 — Normal. 

1 — Slight deformity. 

2 — Enlargement of the ends of the bones and deformity. 

3 — Rickety rosaiy, pigeon breast, bow legs, eto. 
filings. 

Adventitious sounds (A) — 

0 — Normal. 

1 — Pew rhonchi and rales. 

2 — Moderated amount of rales and rhonchi. 

3 — Chronic bronchities. 

'Circulatory system. 

(a) Heart — (i) Size (Bj). 

0 — Normal. 

1 — Apex just outside the nipple line. 

2 — Moderate enlargement. 

3 — Gross enlargement with symptoms. 

(ii) Rhythm (Bj). 

’0 — Normal. 

1 — -Arrytlimia. 

2 — Palpitation and irregularity. 

3 — Dropped boats and irregularity. 

(iii) Sound (Fe). 

“0 — Normal. 

1 — Haomie murmur slight. 

2 — Haemic murmur definite. 

3 — Definite regurgitation. 

Blood vessels and capillaries. 

• (a) Resistance (C) — 

0 — Normal. 

1 — leaves a faint red mark on scratching fo* a short while. ' 

2 — Loaves a definite red mark on soratoh. • ’ 

3 — Taclio cerebrals. 

(b) Anaemia (3Te) — 

0 — No anaemia (85 % & above). 

1 — Slight anaemia (70-86%). 

, 2 — Moderate anaemia (50-70%). 

3 — Gross anaemia (less than 60%). 

^ ^ N.B. Exclude anaemia due to obvious causes, suoh asreoent attaok of malaria hookworm. 
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Alimentary System. 

Appetite : Anorexia (Bj)— 

0— Normal. 

1— Slight anorexia. 

2— Anorexia. 

3— Anorexia with nansea or vomiting. 

Bowel movement : 

(1) Diarrhoea (B s -complex) — 

0— Motions 1 — 2 times. 

1 — Motions 2 — 4 timoB. 

2— Motions 4 — 5 times or sprue like. 

3 — Motions more than C times or definite sprue. 

(2) Constipation (BJ — 

0 — Not constipated. 

1 — Slight constipation (stools hard & once a day or alternate days). 

2— Motion once in 2 or 3 days. 

3 — Motion once in more than 3 days, and sometimes not without laxatives. 
Nervous System. 

(1) Deep tenderness (B 1 ) — 

0 — Normal. 

1 — Slight. 

2 — moderate. 

3— severe. 

(2) Sensation (BJ — 

0— Normal. 

1 — Slight loss or exaggeration. 

2— Parnesthesin or tingling. 

3 — Pain or loss or sensation. 

General Constitution. 

Build — 

0 — Expected normal. 

1 — Lower than expected normal. 

2 — Poor. 

3 — Very poor. 

Grades or Vitamer asd Mxnexux. Defioeekcies. 

( Grades — normal, slight, moderate & marked.) 

Vitamin A Deficiency. 

Slight — A score of 1 for a few of the following organs of the hodj', vis., eyes (conjunc- 
tiva, cornea, oto.) ears, noso and throat, hair, skin and lungs. 

Moderate — A score of 2 for a few of the above organs and particularly eye, skin and 
throat. 

Marked — A score of 3 for a few of the above organs or even one organ like eye (e.y*. 
Xerophthalmia or Bittot's spot) or skin (e.p., Hyperkeratosis, Phrenoderma, 
dermatitis, etc.). , 

Nora — Any combination of scores of 1, 2 and 3 for different organs, mentioned abov® 
indicating in each case a certain clinical State given in the key, may be encountered. In suoh 
eases the grade of deficiency should bo j edged by interpolation. 

Vitamin B x Deficiency.. . . 

Slight — A score oft for a few of the following system or organs, viz., Bowels •jjw 

constipation, eto.), Heart (size and rhythm) and nervous system (deep tender 
ness and sensation) in absence of obvious causes of other known diseases. 

Moderate A 'score of 2 for a few of the above organs in absence of obvious causes o 
other known diseases. £' ' 

Marked— A score of 3 for a few or even one (e.p,, oedema or cardiac, palpitation 
dilatation or neuritis) of the organs in absence of obvious causes of oth. 
mown diseases. • 
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Noth.-— A ny combination of scoies ofl,2nnd 3 for diffcront organs mentioned above indicate 
ing in eaob case a certain clinical state given in tbe key, may bo cnconntered. In such case 
the grade of deficiency sbonld be judged by interpolation. 

Vitamin B t Complex (Riboflavin B s ) Deficiency. 

Slight — A score of 1 for a few of the following organs, vie., eye (appearing corneal 
vasoalarisation & oxcoriation, photophobia), Ups, tongue (size, colour, Burf&co) 
diarrhoea. 

Moderate — A score of 2 for a few or oven one (e.g., corneal vascularisation, oxcoriatio 11 
of eye — or angular stomatitios and ulcerated tongue) of the above organs. 
Marked — A score of 3 for a few or even ono of the organs mentioned in case of moderate 
deficiency. 

Noth. — Any combination of scores of 1, 2 and 3 for different organs mentioned above in- 
dicating in each case certain clinical state given in the key may be encountered. In saoh cases, 
the grade of deficiency sbonld he judged by interpolation. 

Vitamin B 2 Complex (Nicotinic acid, B<) Deficiency. 

Slight — A score of 1 for skin of face and or limbs and trunk and edge of tonguo. 
Moderate — A score of 2 or any combination of 1 and 2 for the abovo organB. 

Marked — A score of 3 or any combination of 1, 2 and 3 for the above organs. 

Vitamin 0 Deficiency. 

Slight — A score of 1 for colour and surface of tongue, conditions of teeth, bones, 
blood vessels & capillaries associated with 1 for gum and mucus membrane. 
Moderate — A score of 1 or 2 for colour and surface of tonguo and/or for conditions of 
teoth, bones, blood vessels & capillaries associated with a score of 2 for gum-and 
mucus membrane. 

Marked — A score of 1, 2 or 3 for surface and colour of tongue, conditions of teeth, 
bones and blood vessels & capillaries and a score of 3 for gum and mucus 
membrane. 

Vitamin D Deficiency. 

Slight — A score of 1 for teeth (timo of dentition and condition) and bones. 

Moderate — A bcoto of 2 for the above organs. 

Marked — A score of 3 or of any combination of 1, 2 and 3 of the above organs. 

Fe Deficiency. 

Slight — A score of 1 for anaemia and heart sound. 

Moderate — A score of 3 or of any combination of 1, 2 and 3 for anaemia and heart 
sound. 

General Constitution. 


Grades based on height, weight and general-built (Exclude conditions due to im- 
mediate acute or ohronic illness and probable genetic origin). 
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Key to Addehdtjm sob School Child. 

1. In oase of oliildren not residing within the boundaries of the “ Health Centre " but 
attending school located in the centre giro name instead of serial No., name of the head 
of the family instead of family No., and name of the Tillage and Union Board in place of 
their code number. 

2. Note exact number of years in case of children under 5 and 15 years of age. 

3. Note the name of the village, also if the school is located outside the “ Health 
Centre ” area. 

4. Due to infectious diseases, as given in this addendum, in No. of days. 

6. (a) Knowledge of germ theory — take typhoid or any other oommon diseases for 
questioning. 

(b) Take fly or mosquito as example, enquire about life history and diseases oarried. 

(g) Ascertain knowledge regarding measures for prevention of contamination of water 

and protection from flies. 

(d) Well management, 

(c) Advantage of milk as food for growing children. 

(/) Advantages of exercise in oxygenation, of blood and development of muscles and 
bones. 

Note. — T he assessment is in terms of Ye3 & No., according to the judgement of th® 
investigator who should pay special attention to essential knowledge in relation to health 
without caring for af tual details. Thus for instance in regard to life history of mosqnito the 
essential knowledge is that it breeds in water and that as a rule mosquitoes breeding in dirty 
waters are not malaria carriers. 

6. (a) Regularity of evacuation habits. 

(6) Using brush, paste, powder or other means for cleaning teeth. 

(c) Bath— usually daily and daily ohange of clothes. 

(d) Regularity. 

(e) Outdoor games at least 2 hours a day. 

(/) Correct posture and direction and intensity of light. 

(g) Clean or not. 

(A) Combing of hair, wealing clothes properly. 

(i) Satisfactory or unsatisfactory. 

(j) Yes or No. 

(fc) Yes or No. 

7 . Note the activity in which the child takes part. 
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ALL INDIA INSTITUTE OF HYGIENE & PUBLIC HEALTH, CALCUTTA. 

First Survey Snratm Health Centre. 

Key to Patient’s Schedule. 

1. Note nature and duration, note also the date of first symptom. 

2. Note dates and chief features : for the most recent illness and two previous to that. 

3. Note whethor ambulatory or in bed, degree of prostration and faoics. 

4. Respiration : number, type. 

5. Pulse rate — regularity, tension, nature. 

6. Normal, if abnormal note abnormalities. 

7. Heart — cardiac abnormality — apex heat, procardiac, dulness, bruit, response to 
exercise, others. 

8. Abdomon symptoms — reflexes, gas, fluid, liver, spleen, stomaoh, colon, other 
viscera. 

9. Abnormalities. 

10. Reflexes (knee jerk, etc.). Grip abnormalities. 

11. Abnormalities. 

12. Stools — noto daily motions, character accompanying pain. Result of laboratory 
examination. 

13. Vomit — note number, character with or without wretching, result of laboratory 
•examination. 

14. Character — quantity and nature of sputum, laboratory result. 

16. Urine — rough quantity, abnormal constituents. 
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ALL INDIA INSTITUTE OF HYGIENE & l’UBLIC HEALTH, CALCUTTA- 
First Survey Sixoitr Heamu Centre. 


Key to the Home Visiting Schedule in connection Kith cases of infectious diseases. 

I. .This is meant for identification of tlic case and fixation of responsibility. It, there* 
foro, includes manager of hotel, Superintendent of hostel, cl c. 

2. This information gives further idea of responsibility ton aids the patient. 

3. In multiple cases in tho family or establishment, add a number before the name 
to denote chronological order of the ease. 


4. In Homo cases the first symptoms may bo indefinite or the patient may not connect 
them with tho present illness. In such cases information regarding the specific symptoms 
which are known to he associated with tho disease should be elicited. A correct estimate 
of the timo when the first symptoms commenced is important both in finding out the source 
or infection and in making out tho contncts of the present ca<e. 

C. This information is also useful in working out tlm contacts. 

6. This is obtained from the clinical schedule. State whether the diagnosis is pro- 
bable, reasonably certain or definite. 

7. This may also he obtained from patients’ schedule. 

8. For this purpose obtain a list of notifiable diseases in the administrative area. 

9. Although second nttneks, in some disem-es cannot be altogether excluded, they 
are very unlikely to occur. Eveiy attempt should bo made to ascertain whether the 
previous attack was of nn allied disease ns for instance n paratyphoid when dealing with 
a typhoid ease. 

10. Stato number of doses received and information nbout the somce and nature of 
tho vaccine employed. In case tho exacted reaction did not occur, tho fact should ho 
noted. Vaccination marks, their number, extent and fovealion should he mentioned in 
smallpox cases. 

. Considerable amount of patience and tnct is required for eliciting this information 
m some cases. Sometimes tho obvious source of infection is not tho real source. 

12. This term should include animal sources. 

13. For most diseases a period of one month will suffice, but, in diseases of longer or 
shorter incubation periods it may be decreased or extended accordingly. This applies 
to food, drink, fruits and visitors. 

14. History of contact and disease should be elicited. State whether probable, recontly 
certain or definite, if tho person is marked ns infectious. 

P r . obn bio, reasonably eertnin or definite, together with tho cvidcnco on 
which tho opinion is based; While every effort should ho made to ascertain the infec* 
tiousnoss of these articles, one should hesitate to state unknown if no information on which 
an opinion can bo based is olioitod. 


16. State ‘ yes ’ if all meals are rogulnrly taken at home. 

17. Tliis information relates to meals taken out by those otherwise fairin g food at 
nxea places. Picmoks, foasts, otc., are of importance and in such cases information about 
tno state ot health of those who shared tho food should bo obtained. 

18. State place and inquire into any sickness amongst tlioso eating at the same place. 

19. Should include anything eaten without fresh cooking, e.g. in cream, bread, etc. 

nrevL^H 5 of d!^? a t ti0n - Tegardi " g brecdin S nnd measures taken to control and to 
prevent vermin of disease etc., 3n case of carriers of the diseast, is to be obtained and re- 


differeid'diseMral'^Those’&ifem^om SflTmeat' 6 ° f * diS . enS6 VarieS S™* 1 * “ 

„« t, ,. , , atl0ns aro of great value in tracing contacts. 

is work^^^Adeqim^oi^otberrrisn^f *“4 V he ^ °? W ’ C ’ or P ri ^ and the way it 
should also be paid to kitchen earbai^^tf 8 fr - m Sh ° U,d be notcd - ■ Attention 
rooms, etc., should also ho mllectiQD, etc. Living accommodation, sleeping 

00 ins peeted and appropriate notes mado. 
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23. It is not possible to set standards of cleanliness but a qualified doctor ought to b®~ 
able to form a judgement according to a more or loss agreed but unwritten standard fo r ‘ 
such abodes. Note what improvements, if any, can be made and how thoy could bo 
affected 

24. Tho nature and degree of isolation required varies with diseases. Taking this 
fact into consideration a judgement should be formed ns to whether it is satisfactory, - 
possible or unsatisfactory. In latter case statement should be made ns to whether 
improvement can be affected under tho circumstnnees, the difficulties, if any should 
be noted and recommendations mado. 

25. This is a matter of greatest importance nnd a great deal can be done oven in tho 
lowliest houses. Note should also bo made if disinfectant is used and whether or not 
it is satisfactory. Tho means of affecting improvement should bo investigated and 
recommendations made. 

26. State whether sufficient caro was being taken by the attendants to avoid carrying 
infection to other members of the family or outsiders. In enso of relation attendants note 
specially if ho or she is cooking or handling other peoples food in tho house or outsiders. 
For professional nurses note whether qualified or not. 

27. This information is required to estimate susceptible contacts and to ascertain 
what, if any precautions are being taken to protect thorn. Recommendations for further 
measures should ho made. In case of smallpox special mention should he made of vaccina- 
tion of contacts and for this purpose a note regarding experimental contact should ho 
inserted. 

28. Note should also bo made of the attempt on the part of tho health authorities 
for ascertainment. 

29. This is partially covered by collection aud disposal of excremental matter and 
of utensils. Any extra information available should bo noted. 

30. Mention should be made whethor adequate means have boon taken or enn be taken 
and whether municipal facilities are available for tho purpose. If concurrent dis- 
infection and proper nursing have been adopted terminal disinfection is of little value. 

31. This is to include additional preventive measures adapted or possible which have 
not already been stated. Make your recommendations. 

32. Ignorance is a relative term both with rogard to degree and land. Sometimes - 
otherwise well-informed persons are ignorant of aetiology of certain diseases and to that 
extent they belong to almost the samo category as others, in respect to that disease. 

33. By responsiveness is meant an estimate of willingness to givo the required informa- 
tion, to accept tho advice tendered and to attempt action on the lines suggested or agreed* 

34. This information should ho of value in organising campaign against the disease* 
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ALL INDIA ^INSTITUTE OF HYGIENE k PUBLIC HEALTH CALCUTTA. 

First Survey Singur Hearto Centre. 

Key to the family schedule. 

“J Family is dofinod as a unit haring a common kitchen. Note whether tho fnmily is 
singlo, joint or multi. A family will be conddcrod single when it consists of husband, 
wifo and minors ; joint, if it consists besides those, of some other members closely related 
to oaoh other and multi, when there are some members unreinted or not closely related. 

Human notion, whothcr in response to oxtornal stimuli or activated from within is 
determined by a number of complicated factors and processes and any nceuratc analysis 
of a man’s bohaviour is hardly possible in a general survey. When it is desired to ascertain 
tho behaviour of a group of individuals constituting a fnmily, tho problem becomes still 
moro complicated. However, to make any headway with a cocial programme it is of 
utmost importance to probe, even though suporfioially, into their psychology. The Items 
noted in tho schedule are of a restricted nature and it is Imped that by a scries of tact- 
fully directed questions tho investigator would be nblo to form a fair judgement of the 
likely family behaviour in some of the important health matters. It is oniy intended tr 
note the predominant disposition ns no ono is purely rational or otherwise.* 

Fool. — Man usually selects by the process of trial and error extending over generations 
tho right type of food available in his circumstances. Just ns science 1ms progressively 
extended the ohoico of available food, i 1 1ms also provided nn intelligent guide in satisfying 
physiological needs. This knowledge is essentially simple and should be cnsily disseminated 
but in regard to behaviour his habit, custom, tradition and prejudices come in tho way. 
At any rate the investigator should be ablo to judge whether the light of newer knowledge 
of nutrition is beginning to enlighten thought and behaviour in supcrcession of tradition 
and prejudice. Thus for instance a man with knowledge may not select the correct article 
of food when both tho right and tho wrong types of food are available or they conld be 
hypothetically made available. Actual examples will readily suggest themselves to an 
intelligent investigator going through the food habits of a community. 

Prevention and cure of disease. — Tlio general remarks mndo in cnnnection with food 
also apply to tho present item but the classification is pcrlmp3 simpler and easier because 
of tho historical evolution of epidemiological thought. Difficulty might be experienced 
on account of groator diversity amongst tho ideas fo members of a family or in respect of 
di&oront diseases. In any case tho general conclusion as regards the probable ideas and 
bohaviour of the family ns & unit in respect of two or three common diseases may bo 
noted. 


Community Sense. — It is generally believed with some justification that we in this 
■ country suffer from lack of community sense whatever our individual merits may be. This 
•is frequently illustrated in internal cleanliness of huts and insanitary condition of tho 
surroundings. It is so forgotten that in matters of communicable diseases at any rate, 
the welfare of the neighbour is as essential as one’s own if sickness is to bo redneed to 
the minimum. Besides the example given information about the various Booial activitie 
-of tho community may bo gathered, to help in formulating nn opinion. 


From tho point of social welfare wo are essentially interested in two aspects of family 
budget, viz., (a)thelevol of expenditure on food and other articles of consumption and 
(b) economic stability of tho fomily,t.c., whether tho stated level of expenditure can be 
maintained or improved or othorwse. In calculating tho index of prosperity, therefore 
-first classify tho families with regard to per capita expenditure on the consumption side. 
Note three graphs representing roughly the upper, the middle and tho lower thirds of the 
population and then subdivide each grade with five groups according to the stability of 
their position. Tins is determined by the sign and amount of the balance between 
. average income and expenditure in relation to the average income. Group A represents 

o£ l 6 T P“ °®nt- or more, Group B represnts families with a 

flp'hifc hn.ln.nep +n tim i- ^ c f 1 ?' ^ t£ie ^ rou P C are included the families with a credit or 
-dehit baW to the extent of fi per °ent. of their income. D and E groups represent 
-families upto 15 per cent, and above debit balance respectively. P 
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( 2 ) 

It has been the general experience that for various reasons people are very shy about- 
giving the do tails of their income. This is particularly so with rural population. A 
right approach to obtaining information about income is necessary if even approximately 
correct data are to be collected. The usual sources of income are salo or use of market- 
able commodities, wages in cash or kind income from profession or service, income from 
business, income from property, interest on loans and consideration in cash or kind for 
religious and their performances. Tho total income of the family should include the 
contributions recoived from' members of tho family carrying on business or serving outside 
the village. Keeping those items in mind one should carefully frame his questions to 
gather the information. The reason why tho itcmB of income do not appear in the Bchedule- 
is to avoid direct questioning which antagonises tho person concerned. 


f 
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-ALL ' INDIA INSTITUTE OF HYGIENE & PUBLIC HEALTH; CALCUTTA. 

First Stmvrv Scrotm Health Centre. 

Key to the Sanitary Assessment of house. 

1. This does not include infants, the number should be stated separately in bracket*. 

2. Children include persons up to 10 years of age including infants. 

3. Docs not include the cost of land. 

4. Passage on which vehicular traffic is carried on. 

5. Good if it efficiently serves its purpose during heavy rain, fair if it docs so within 
•-an hour of heavy rain and bad if it fails to do so during the rains and at other times. 

0. For side and rear spaces the width is to be measured only if ventilation is obtained 
•on that side. Do not make any entries but put a cross mark if no window is placed on 
a side. 

7. Small, such as, cowdung cake or small collection of refuse ; medium size, such as 
latrines, refuso deposits and other rotting materials ; large, such as single manure heap 
extensive, when the area includes manure heaps, stables and piggeries. 

8. Weedy — up to 500 sq. ft ; rank vegetation — l,000?q.ft. ; jungle — more than 1,000 
sq. ft. 

9. Good — if water is removed within 15 minutes after heavy rains ; inadequate — if the 
water is removed within half an hour or so ; poor — if it takes long time to drain or remains 
water-logged ; not drained — when it remains under water during heavy rains. 

10. For calculation of avorngo space per person ignore infants and count a child as a 
half person. 

11. On entering in the early morning ventilation is good if air is fresh ; inadequate if 
not quite fresh and poor if actually uncomfortable (check it up with Katathermomoter). 

12. Adequate, if on a clear day one hour after sunrise or one hour before sun set a news 
paper like the “ Statesman ” can be easily read in a corner remotest from openings ; it 
is inadequate if it can bo read ouly in certain parts of tho room and poor if cannot be read 
easily. 

13. Flooding of floor relates to normal rainy season and is to bo obtained by enquiries 
and partially judged from observations. 

14. The premises are clean when there is no rubbish, things are arranged in orderly 
manner floor and walls arc rendered with suitable material and dusting and sweeping are 
done regularly once or twico a day. They are moderately clean when a lower standard of 
tho above requirements are ncliiovcd ; dirty when putrescible matter is lying about which 
include discharge from bowels, nose and throat. 

15. Look for rat holes and tracks. 

16. Relates to materials and condition of repair. 

17. For putrescible material bear in mind the materials from latchens, baths, etc. 

18. When there is no stagnation the drain satisfactory. 

19. Storage or availability of water sufficient in case of fire. Take into consideration 
the material of construction and the environment. 

20. Controlled when the droppings are not seen in tho rooms. 
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.ALE-INDIA INSTTrtfTE OF EtYGtENE^-PUBLTC'HEALTH, CALCOTTA. 

Key to'SohoOl Survey Schedule. 

1. Note session. 

2. Name of school. 

3. Tile, tin, tlmtcli or concrete. 

4. Mud, cement, brick 1 or stone. 

6. Mud, brick, tin or mud and bamboos. 

6. Yes or no. 

7. Good, fair or bad. 

8. Adequate, inadequate or nil. 

9. Adoquato or inadequate. It is adequato when the ratio of window area to floor 
•space is 1 : 8 or more and the light comes from the loft and back or scholar's shoulder. 

10. Adequate or inadequate. It is just adequate when dry kata cooling power is 3*4 
•and wot kata cooling power is 8-2. 

11. Adoquato or inadequate. It is adequate whon tkoro is at least 12 sq. ft. of spaco 
per scholar. 

12. Proper type or not. They arc proper type when the seat is 2/ 7th the height of tho 
child. Note whether state of repair good, fair or bad. 

J 

13. Proper type or not. They aro proper typo when tho height of tho desk is 3/7th to 
child’s height and the edge of tho desk is 2* abovo tho legs of tho cliild. Noto thoir 

1 state of repairs — good, fair or bad. 

14. Satisfactory, or not f.e., the matlorwrit ton on tho board is satisfactorily visible 
from all parts of room or not. Noto also tho state of repairs — good, fair or bad. 

14a. Noto tho distance. 

16. Adequate, not adequato or absent. It is adequate if there is 1 latrine per 70 
(boys. Standard may be reduced to 1 per 100 boys if separate urinal accommodation is 
provided at tho rate of 10 per 100 children. In case of girls there should bo 1 latrine for 
30. 

16. State whether they aro properly maintained as regards cleanliness ropair arid 
supervision. 

17. Yes or no. It is safe if unboiled water is unaccossiblo to children for drinking 
purposos. Water from dcop protected tube-wells is atao safo. 

18. Satisfactory, unsatisfactory or nil. It is satisfactory f tho vossol is regularly 
cleansed and the distribution is through a pipe, no ono being allowed to dip a cup, etc., to 
‘ obtain water. 

19. Adequato or not. It is not possible to lay down any standard but local enquiry- 
will elicit the required information. 

20. Noto presont or absent. ' ' 

% 

21. Investigator Bliall judge for himself if he considers disposal satisfactory or not in 
view of tho instructions received from Professor of Sanitary Engineering. - '• 1 

22. Adoquato, inadequate or nil. It is adoquato if there is 7*G sq. yd. of space pro- 
vided per scholar. , .... 

23. Satisfactory or not. 





ALL INDIA INSTITUTE OF HYGIENE &' PUBLIC HEALTH, CALCUTTA. 

Key to ScurnuLr ron S.iniiaey Survey or tee Village. 


(a) Communications good if railway station, main road, water wny, post and telegraph 
offico is within l mile from any part of tho village ; fair ii within 2 miles from any part of 
iho village; poor otherwise. 

Good by footpath if tho footpath goes to tho villngo and is fit for occasional cart traffic, 
fair if the path goes to tho village but cannot be used by enrta under any circumstances 

(b) For Built-up area : Approximate estimate will be sufficient, Classify good, fair or 
poor according ns the percentage of build-up area to total area iB less than 40 per cent, 
less than 50 per cent., or over respectively. 

(c) Slake an appioxiinate estimate of area for parks and playgrounds. Classify good 
or fair according as tbo percentage to total exceeds 15 or 10 and poor if it is less than 10 
per cent. 

{d) Bonds to be considered wide if tlie width is not less than the heights of the building 
abutting thereon. 

(c) Bibbon development is development only along the edges of a long road. 

(/) P stands for protected and U stands for unprotected. Note the number under 
each category in the space provided. 

(ff) Satisfactory if there arc tube veils, wells or taps to supply drinking water nt the 
rate of nt least 1 per SO people ; fair if they me enough to Eupply drinkingwatcr atthe 
rate of nt least 1 per 400 people ; poor otherwise. 

fef- 

(7i) Satisfactory if 90 per cent, of the public and private wells are protected ; fair 
if 70 per cent, of them are protected ; poor otherwise. 

(t) Tenement bouses are attached houses of the poorer classes generally built in unifoim 
Btyle. 

(j) Good markets and provision shops to be judged by cleanliness and adequacy of 
supplies of vegetables, fruits, eggs, fish, meat, oils, and grains. 

(/:) Lodging houses include Dftaramsliallas that aro woll-mnintaincd. 

(l) Befer to tho house sohcdulc and note the number of bouses and cowsbedB where 
breeding is present. 

( m ) Befer to the table for larvas collection and give the number of breeding places 
under different beads. Also maTli on tbo village map the different breeding places accord- 
ing to tbo following scheme : 

Permanent actual {+) 

Permanent potential ( — } 

Temporary actual (0) 

Temporary potential (a) 


Add P, T, D. etc., after according as pond, tank, doba, otc. 

(n) State the first compilation authority and interval between dates of submission. , 


(©) Only those which cause nuisance of smoke, odour or noire or pollute streams or 
ground water to bo considered. Note the distance from the village in miles. 

(p) Growth of population normal if the rate of increase is within 1 per milJe of the rate 
5mS r0VmCe durm 6 the last census. .This may not he easy to ascertain, if so, make no 
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APPENDIX ‘IH’ (a) xkd (b) (P. 267) 

\a) Mean monthly maximum and minimum temperature at Singur during 1943. 
(6) Monthly rainfall at Singur, 1941-44. 

APPENDIX III. 

(a) 

Mean monthly maximum and minimum Temperatures at Singur during 194%. 



Month. 


• \ 



Average maxi- 
mum 

temperature. 

Average mini- 
mum 

temperature. 

-January . 



• 

• 


68-9 

55*5 

February . 



• 

• 


66-5 

62-9 

-March 



• 

• 


708 

66*0 

April 




• 


77-3 

72-4 

May 




• 


96-7 

78*0 

-June 




• 


- 921 

77*4 

July 




• 

• 

S6-6 

77*0 

August 




• 

• 

88-4 

77*1 

’September 




• 

• 

68-9 

76*6 

’October . 



• 



S9-7 

72-4 - 

_ November 






86-3 

65*8 

December 

- 


• 

• 


- 80-7 
* 

54*1 


(fi) 


Monthly Rainfall at Singur 1941-1944. 








Rainfall in inches. 







1941. 

1942. 

1943. 

1944. 

January 

• • • 




1*49 

nil 

1*62 

, 3*36 
..'<F79 

February . 

• • • 




nil 

0-27 

1-42 

March 

• i 1 




nil 

0-26 

0-76 

- '1*73 3 

April . 





2*34 

0-92 

.9-73 * 

it*M7 

Mny 





2-61 

2-23 

2-91 

1-37 

2*76 

June . 





18-49 

9-76 

3-45 

•July . 





23-18 

9*16 

17-7 

12-24 

August 




• 

18-67 

10-97 

12-67 

_ 1*2-68 *. 
** -8-7 

September . 
'October 

• • 



• 

9-7 

12-‘4 

4-9 ' 

• • 



• 

6*61 

7-24 

4-25 * 

- 3*86 

November . 





£-42 

0-05 

nil 

_ nil 

December . 

• • 

• 



nil 

nil 

nil 

nil'* 



Total ‘ 

• 



■39 

60-43 

















APPENDIX (IV) (PP. 270—271). 

(o) Bengal Village Chorvkidar’s Hath-Chitha of Births. 

(b) Bengal Village Chowkidar’s Hath-Chitha of Deaths. 

APPENDIX ‘V’— (PP. 268-209 and 272—276). 

(а) Bengal Nutrition Committee’s Recommendations of physiologically adequate food 
requirements. 

(б) Approximate nutritive values of certain common foods of Bengal. 


APPENDIX (V) (a). 

Nutrition Committee, Sanitary Board, Government or Bengal. 
Physiologically Adequate Food Requirements 1944. 


1. Basic Caloric Requirements — 

Infants 

1 month .... 

2 months .... 

4 months .... 

6 months .... 

12 months .... 

Children— 

1 to 2 years .... 

2 to 3 years .... 

3 to 5 years .... 

6 to 7 years .... 

7 to 9 years .... 

9 to 11 years 

11 to 12 yearn 

12 and upwards 
Adults — 

16 to 25 years . . 

Pregnant woman . 

Nursing Mothers . 

2, Additional Caloric Requirements— 
(a) By Nature of work. ( for adults) 


• - II' 

Calories per day 
500 
600 
700 
850 
1.000 

1 , 100 , 

1.200 

1,400. 

1,590, 

1,700 

1,950 

2,200 

2,400 

2,500 

2,600 

3,000 


Nature of work. 


L'ghtwork . 

Moderate work 
Heavy work . 

Very heavy work . 
(b) By Age 

Age 

7-11 

11—16 


Calories 

required per Examples, 

hour of work. 

# . 

0 — 75 Domestio work clerical work 

tailoring work. 

75 — 150 Agricultural work. 

160 — 300 Sawing work. 

300 — 400 Sports,- digging earth. 

Calories required per hour of work. 
Qirls Boys. 

100 100 

100 200 


A normal hoy of about 15 expends approximately 3,000 to 3, SCO calories. 

3. Protein Requirements— 

Age Grams per Kg. of 

* . • 1 1 


0—1 . 
1—3 . 

3—5 . 

5—7 . 

7—10 . 
10—12 . 
12—15 . 
15—18 . 
18—21 . 
Pregnant woman 

Nursing mothers 


5-0 

4-6 

30 

2-6 

2-0 

1*8 

20 . 
2*2 
1*6 

1*5 (first 3 months) 
2-9 (4 to 9 months.) 
2 -5 
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(2) 

4. Fat Requirements. Tho amount of fat required per day recommended is GO-75- 
grama of which 50 per cent to bo of animal origin. 


5. Mineral Requirements. 


Ca P Fo 


Children . . 


• 





(gm) 

1*0 

(gra) 

1*25 

(rag) 

12-5 

Adult men . 


• 





•75 

1*0 

100 

Adnlt women 







0-75 

1*0 

12-5 

Pregnant women 







1*6 

1*75 

150 

Nursing mothors 







1*5 

1*75 

15*0 


6. Vitamin Requirements. 


Carotono (Pro- Vitamin) A . 
B-ioninol (Vit. A) . . 

Thiamin (Vit. B,) 

Riboflavin (Vit. B.) 

Nicotinic acid (P.P.) faotor 
Ascorbic acid (Vit. C) 

Calciferol & other (D Vitamins) 


Normal Adults. 

2-0 mgms. 

1*0 mgms. 

1*0 mg. 

1*0 mg. 

10-0 mg. 

50-00 mg. 

12 UR 


Gfi ildren pregnant 
women A- nursing- 
mothers. 

3-0 mgms. 

1*5 mgms. 

1*5 mgms. 

2-0 mgms. 

25-0 rag. 

50-G0 mg. 

25 tig 



APPENDIX IV (a). 

Bengal Village Chowkidar's Hath-Ghitha of Births. 



These two columns hove been newly added. 
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APPENDIX V 6 

Approximate Nulrative values of certain common foods of Bengal 
(On one chatak-about 2 oz.) 
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APPENDIX (7) (6). 

Approximate Nutritive values of certain common foods of Bengal , 
(On ono chatak-about 2 oz.) 
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APPENDIX (VI) (PP. 278—200) 

^A) Distribution of nutritional deficiencies according to week of survey 

(а) General, 

(б) Vitamin A 
(e) Vitamin Bj 
(d) Vitamin B, 

(c) Vitamin C 
(/) Vitamin D 
(ff) Iron 

•(B) Distribution of nutritional deficiencies according to ace and sex 
General 
Vitamin A 
{l+m) Iron. 
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APPEN- 

Distribution or Nutritional Dm 


(a) Gent 


General. 

■Week of Survey. 

1 

o 

3 

n 

D 

6 

■ 


Normal . . J 

No. 


0 

S3 


137 

178 

182 

154 

48-7 

l 

O' 

to 


50-3 

520 

58-4 

l’ 

01 5 

020 

Blight 

No. 


C 

02 

103 

1 

04 

102 

140 

44-3 

O' 

70 


37-0 

30-5 

38-4 


34-1 

35-1 

Mod. & Marked . . X 

No, 


1 

12 


I 

4 

7 

22 

l 

0' 

to 


0-3 

i 



1-4 

24 


Total 

• 

•• 

10 

157 

281 

240 

270 

291 

310 


{&) 7'ifa . 


Vitamin A 

IVeck of Survey. 

l 

O 

3 

a 

5 

0 

7 

8 


r No. 


12 

100 

178 

101 

184 

103 

204 

Normal 

• X > 

* » 

75-0 

00-4 

03-3 

01-7 

• 60-7 

68-0 

04-0 


r No. 


4 

30 

00 

81 

88 

89 

107 

Slight . 

• • •{ « 


25-0 

24-8 

33-2 

32-5 

31-0 

30-6 

33-9 

Moderate 

r no. 



O 

4 

7 

4 

4. 

6 

■< 







1-4 

B 


1 D/ 

L to 


.. 

6-7 

1-4 

28 

l-4> 

Marked 

r No. 






O S 


■ 

. . J 








iJSSp 


t to 




’• 

’ “ 

* # 

■ * 

mm 


Total 

•• 

10 

157 

281 

240 

270 

201 

31G 


(c) Tito 


Vitamin £,. 

"Week of Survey. 

1 

2 

3 

B 

5 

6 

7 

8 

_ r no. 


10 

155 

277 

245 

260 

290 

310 

Normal . . .-J 









l % 


100-0 

09-4 

os-o 

08-4 

07-5 

99-7 

4000 

r No. 



1 

4 

4 

c 

1 


Blight ... .4 









\ % 




1-4 

1-6 

2-2 


— 

r No. 



!«£■ 






Moderate . . .< 




* “ 



* * 


\ % 




• » 

•* 

0-4 

• • 

ft* 

r No. 









Marked . . J 



1 



* * 

* * 


l % 



!••? 

*• 

•* 

-* 


•* 

Total 

•• 

16 

157 

281 

240 

276 

291 

■313 
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i>IX VI t A). 


'cnsNorEs According to Week of Survey. 

rail. 


9 

10 

11 

12 

13 

14 

15 

10 

17 

182 

224 

■ 

160 

140 

135 

127 

140 

120 

61-8 

77-2 


05-7 

00-0 

00-8 

40-2 

48-7 

60-6 

123 

05 

02 

80 

05 

GO 

110 

124 

100 

37*0 

22-4 

40-4 

32-5 

30-7 

32-7 

40-0 

40-5 

44-7 

27 

1 

10 

5 

7 

1 

3B 

33 

11 

|fi-l 

•4 

7-0 

1-8 

3-3 

•6 

13-8 

10-8 

4-0 

332 

200 

228 

274 

212 

202 

275 

300 

237 


'min A. 



10 

11 

12 

13 

14 

16 

10 

17 

242 


146 

180 

120 

150 

175 

233 

154 

72-0 

72-1 

04-0 

00-0 

00-8 

77-2 

03-0 

70-1 

05-0 

87 

75 

75 

80 

73 

44 

07 

00 

77 

20-2 

25-0 

32-0 

20-2 

34-4 

21-8 

35-3 

22-5 

32-5 

3 

0 

5 

5 


2 

3 

4 

0 

0-0 

2-1 


1-8 


1-0 


1-3 

2-5 ' 











* ’ 


* * 


• • 


*• 

• • 

•• 

•• 

0-0 

•• 

m 

•• 

■ 

•• 

* • 

UB 

200 

228 

274 

212 

202 

276 

300 

237 


min B l . 


9 

10 

11 

m 

13 

m 


10 

17 

320 

288 

221 

207 

200 

100 

273 

304 

" 235 

U9-1 

00-3 

06-0 

07-4 

OS-0 

08-5 

00-8 

00-3 

00-2 

3 

2 

7 

7 

3 

3 

2 

1 

o 

0-0 

0-7 

■ 

2-0 

1-4 

1-5 

0-7 

03 

0-8 




•• 

•• 

• • 

•• 

1 

• • 

-- 

- 

I 

•• 

• • 


•• 

0-3 

• • 


•• 

I I 

•• 

■ • 

*• 

•• 

•• 



*• 

B 

•* 

• • 

*• 

•• 

•• 

•• 

332 

200 

228 

274 

212 

1 

202 

275 

300 

237 
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APFESt 

Distribution of Nutritional Itert 


(a^ffena. 


Qentral. 

Week of Survey. 

18 

10 

20 

21 

22 

23 

24 

25 

f 

No. 

148 

84 

113 

199, 

74 

100 

119 

84 

Normal . . .4 

% 

GO-1 

40-0 

54-0 

01-3 

53-0 

68-0 

40-7 

80-0 

Blight'. . . .*£ 

No. 

SO 

103 

85 

07 

52 

105 

118 


% 

30-4 

40-0 

41-3 

33-7 

87-7 
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40-3 
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No. 

20 

23 
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15 
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\ 

% 
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■a 

8-7 


wm 

Total 

• 
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(B) Tito 


Vitamin A. 
Week of Survey. 


18 

10 

20 

n 

oo 

23 
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24 
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j 

r 

No. 

185 
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172 

150 

118 

194 

203 

S7 

Normal . . 






81-0 

S9-7 

1 

% 

■a 

01-9 

83-0 

78-4 

85*5 

07-8 

r 

No. 

74 

78 

33 

43 

18 

87 

46 

10 

Slight ... .4 

% 

28-0 

37*1 

10-0 

21-6 

13-0 

30-4 

18-0 

10-3 

r 

No. 

5 

O 

1 


o 

5 

1 

.. 

Moderate . . 

% 

1*9 

■ 

1 



1-7 

0-4 

■ ■ 

r 

No. 



9 






Marked . . .4 

% 

•• 

■ 

■ 


B 

•• 

•• 

-* - 
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• 
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07 _ 
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l 

% 
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100-0 

f 

No. 
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3 


S 
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.. 
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DIX Y1(A). 

ciekcies According to Week op Survey. 
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APPEN 


DlSTMBUTOON OF N T7TBITIOS All DEFl 

(d) Vila 


Vitamin B t . 

Week of Survey. 

1 

o 

3 

B 

5 

0 

■ 



f 

No. 


10 

132 

251 

208 

228 

270 

200 

Normal 

' • 1 

% 


02 -6 

84-1 

B 

83-5 

82-0 

02-8 

01-6 


f 

No. 


0 

24 

mm 

41 

47 

20 

17 

“Slight . 

• ‘ •{ 

o/ 

JO 


37-5 

15-2 

10*7 

10-5 

17-0 

0-0 

£-4 



No, 



1 




1 

0 9 

Moderate 

* . .{ 

or 
/ 0 


,, 

1 

.. 

0 0 

0-4 

0-3 

• • 

Marked 

r 

No. 








• • | 

. - J 











l 

% 


* “ 

D 

* * 

* * 

# * 




Total 

• 

•• 

10 

157 

281 

240 

276 

201 

310 


(e) Fite 


Vitamin C. 

■Week of Survey. 

1 

2 

3 

B 

5 

B 

■ 



r 

No. 


10 

123 

244 

210 

232 

291 

292 

Normal 









02-4 


1 

% 

.. 

02-5 

78- 

86-8 

88 0 

84-1 

■I 


f 

No. 


0 

3 

30 

30 

44 


24 

Slight . 

' l 

% 


37-5 

10-7 

12-8 

12-0 

16-0 

100 



r 

No. 



3 

1 



1 


Moderate 

• ‘I 

or 

/o 


, . 

1-0 

| ; 3 

. , 

■ • 


||1B 

Marked . 

• 4 

No. 



a 

B 


•• 

B 

|U 


V 

% 



1 


*• 

■ “ 


pH 


Total 

• 

•• 


167 
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240 
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201 

316 


<f) Vita 


Vitamin D. 


■■ 


3 



B 

■aatf 

wa 

"Week of Survey. 


1 

2 

4 

& 



B 

\Nonnal . . . -j 

No. 

•• 

.s 
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•• 
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•* 
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2 
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•• 
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Total 
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t* 


MX VI (A). 

OIENOIES ACCORDING TO WEEK OF SURVEY. 


min B s . 


9 

10 

11 

12 

D 

14 

15 

n 

17 

2S8 

2S0 

200 
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43 
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21 

31 
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APPEN 

Distribution of Nutritional Defj 


{d) Vita 


Vitamin £,. 

Week of Survey. 

18 

ID 
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21 
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D1X VI (A). 

OIENC1ES ACCORDIKO TO WEEK OF 
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APPEX 


DISTRIBUTION OF XDritnTONAI/ Defi- 
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DIX VI (A). 

CIEKCIES ACCORDING TO WEEK Or SURVEY. 
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D1X VI (A). 
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APPENDIX VI (B) concld. 
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APPENDIX VIT. (pp. 291—292.) 

(a) Sickness bv cause at, the time of investigation. 

(b) Sickness by cause during (bo year. 


APPENDIX VII(A). 


Incidence of Sickness by Causes on the Sample Population during the past year (1UJS). 


Name of the Diseases, 

No. of Cases. 

Per cent of Total. 

Ankylostomiasis .... 




1 

004 

Cataract ...... 




4 

• 016 

Chicken Pox 




1C 

0-G 

Cholera (N) 




oo 

0-8 

Diarrhoea and Dysentery . 




240 

8-8 

Ear diseases 




5 

0-1 S ' 

Eye, other diseases of 




1 

004 

Fevers, otlior 




85 

3-1 

Influenza 




38 

1-4 

Leprosy 

■ 

* 


0 

0-22 

Malaria 

• 

• 

• 

1,069 

01-1 

Measles (N) 

* 

• 

« 

209 

9-D 

Miscellaneous 

• 


« 

170 

0-3 

Mumps (N) ..... 

• 


m 

4 

B-1B 

Pneumonias (Influonzal) 

• 


• 

38 

1-4 

Puerperal fovcw .... 

• 


■ 

7 

0-20 

Rheumatic fovor .... 




12 

0-4 

Scabies' ...... 




8 

0-29 

Skin, other diseases of 




10 

■ 0-0 

Tuberculosis of respiratory system (N) 




7 

0-20 

Typhoid and paratyphoid fevers (N) . 




41 

1*5 

Voncrcal diseases .... 




7 

0*20 

Bori-bcri ...... 




1 

0*04 

Dinbotcs . , . 




3 

Oil 

Diphtheria (N) .... 




1 

0-04 

Heart disease 




6 

018 

Knla-Azar 




3 

0-11 

Livor disease* ..... 




6 

0-18 

Meningitis (N) 


• 


I 

004 

Nephritis and other diseases , . . 



• 

0 

0-22 

Nervous diseases . ■ 

■ 

* 

• 

4 

015 

Rickets . . , 

• 

• 

• 

1 

004 

Senility . . ' . 

• 

* 

• 

1 

0-04 

Small-pox 


• 


8 

0*29 

Snake-bito and bit** of other wild apimals 


• 


2 

0-07 

Asthma 

• 

• 

* 

10 

0-7 
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APPENDIX VII (B). 


Incidence of Acute and Chionic Diseases al Ike time of Investigation. 


Name of tho Diseases. 


* 

No. oF Casas. 

Per cent of Total. 

Chicken pox 





1 

0-5 

Diabetes .... 





2 

10 

Diarrhoeas and Dysentery , 





27 

13-4 

Other fovers 




« 

5 

2*5 

Influonza .... 




• 

4 

20 

Heart disease . 




• 

2 

1-0 

Kala-Azar 





1 

0-5 

Leprosy .... 





4 

20 

Malaria .... 





75 

37-1 

Measles .... 





7 

3-5 

Miscellaneous . 



• 


27 

13-4 

Mumps .... 



• 


3 

1-5 

Nephritis and other diseases of urinary system 

• 


4 

2-0 

Pneumonias (Inflnenzal) 





3 

1-5 

Puerperal fevers 





3 

1-5 

Rheumatic fever 





2 

i-o 

Scabies .... 




• 

3 

1-5 

Small-pox . . , 


• 


• 

1 

o-s 

Other diseases of skin 


• • 


• 

2 

1-0 

T. B. of respiratory system 




• 

7 

3-5 

Typhoid .... 




• 

2 


Venereal disease 


. 


• 

2 

1-0 

Asthma .... 





C 

SO 

S. 0. M. .... 





1 

0-5 

N.K 





8 

4-0 
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APPENDIX VIII, (pp. 204—311.) 

Pictorials — 

(o) Types of villages with dobns, tanks and groves — 1 — 4. 

(b) Approach and gates of village houses— 57. 

(e) Inside the house 8 — 9. 

(d) Sanitation— (1) Rubbish heap— 10. 

(2) Water supply — village tube-well — ] 1. 

(c) Village roads — 12 — 13. 

(/) Agriculture — (I) Vegetable growing, banana and sugarcane groves — 10. 

(2) Field irrigation by means of donga — 20. 

(g) Irrigation chnnncls and dead rivers — 21 — 24. 

(A) Village industries — (1) Handloom — 25. 

(2) Channa making— 2G. 

(i) Trading— (1) Vegetable production ready for transportation — 27. 

(2) Transportation of channa — 28. 

(j) Village primary school — 29. 

(A) Singur Health Centre — 30. 

( l ) Singur Publio Health Laboratory — 31. 

(in) Singur Rajendra Mnllik Memorial Hospital — 32. 

(n) Golap Moliini GirlB School — 33. 

APPENDIX IX. (pp. 313-323.) 

Charts — 

(i) Maximum and minimum temperature recorded at Singur, 1941-43. 

(ii) Relative humidity, 1942-43, recorded at Singur. 

(iii) Rainfall reading at Singur, 1941-43. 

(iv) Average weight according to age and sox for different population. 

(v) Average height for males and fonmlcs according to. age. 

(vi) Average number of terminated pregnancies including abortions for various 

population groupings. 

(vii) Seasonal incidence of certain diseases at Singur. 

(viii) Carriers of blood parasite according to age nnd sex. 

(ix) Spleen rate according to ago nnd sox. 

(x) Percentage of haemoglobin deficiency according to age and sox. 

(xi) Percentage of hookworm carriers according to age‘*and sex. 

APPENDIX X. 

Maps — 

1. Sketch Map of the Area, for operation of the Singur Reorganization Scheme. 

2. River system— Parts .ofv&urdwan, Hooghly and Howrah Districts. 


MGIPC— M — XV-26 — 12-2-49 — 1,000. 
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11 Tho villnso'boTS beside a tube wall. No to the banana grovo in tlio 
° foreground of a house. 



12. A part of the metalled Baidyabati-Tarakoswar Bond passing through 
Singur (now in bad state of repairs). 
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14. A sorpontino moadow path. 
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16. A narrow path between two dobae inside a village. 
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17. A usual brcoch in tho lalchha road. Nolo' tic difficulties of tlio pntsinrr 

cyolist. 



18. A_noighbouring agricultural fields where vogotablos aro grown in soason. 
Note tho banana and Sugar- omo grovos at a distance. 
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20. The lock-gato of the Gopalnagnr cnt { Tide, Map II) ■n'Woli is 
sometimes used as an irrigation channel. 
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22, A \ iow of tho (load river Kanarmdi covored fay water Iiyaointfa. TIio lock-gate 
- (picture No. 20) is noarby across lier bod. 
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23. A transverse bund (marked Z) acrosa tbe river-bed. 

■water collections on its eituer side. 


Noto tbe 
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25 Tho indigenous process of preparing channa (milk casein) 
2 j. i no nu {or t| ^ nsporlat ion to Calcutta. 







28, A typical Village Primary School (Pathsala at South Mamudpnr), 
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29. A survey party' member carrying out health examination. 



30. A view of the main building Smgur Health Centre. 
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32. The Rajoudra Memorial Hospital, Singur. 
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33. Tlie Golaji Mohlni Girls’ School, Singur. 



CHART I- 


313 




314 












Height m Inches. 


CHART V. 

AVERAGE HEIGHT FOR MALES & FEMALES ACCORDING TO AGE FOR VARIOUS 

POPULATIONS. vAKiuua 
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CHART \XL 

OF HOOKWORM CARRIERS ACCORDING TO AGE & SEX. 
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